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PATIENT AND INSURED (SUBSCRIBER) INFORMATION

PATIENT LEGAL NAME (LAST, FIRST, MIDDLE) SOC. SEC. NO. DATE OF BIRTH ACE [ anae 1 omHer o mae
/ / 1 MARRIED 3 FEMALE

['STREET ADDRESS CITY. STATE, ZIP CODE HOME PHONE

PATIENT'S EMPLOYER B OCCUPATION (INDICATE IF STUDENT) BUSINESS PHONE

|

EMPLOYER'S STREET ADDRESS - CITY, STATE, ZIP CODE

]

' SPOUSE'S OR PARENT'S NAME SOC. SEC. NO. DATE OF BIRTH HOME PHONE

SPOUSE'S OR PARENT'S EMPLOYER [occunn'd&’(mnms IF STUDENT) BUSINESS PHONE
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EMPLOYER'S STREET ADDRESS 3 ’ ’ CITY, STATE, ZIP CODE

L i A

RESPONSIBLE PARTY INFORMATION

| RESPONSIBLE PARTY NAME (LAST, FIRST, MIDDLE) SOC. SEC. NO. | DATE OF BIRTH HOME PHONE
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|
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SURANCE INFORMATION

5 e INSURANCE POLICY #1 INSURANCE POLICY #2
| INSURED NAME DATE OF BIRTH| INSURED NAME DATE OF BIRTH
X
CONTRACT/ MEMBER # | arour # CONTRACT / MEMBER # ’ GROUP #
INSURANCE COMPANY NAME = INSURANCE COMPANY NAME
i - Sh |
| ADDRESS FOR CLAIMS ADDRESS FOR CLAIMS !
| ONSET OF ILiNESS [ IS THIS A DATEOF INJURY | EMPLOYER AT TIME OF INJURY

WORKMAN i
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PLEASE PROVIDE FRONT DESK WITH YOUR INSURANCE CARD

STREET ADDRESS

CITY, STATE, ZIF CODE
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REFERRING PHYSICIAN

Address Phone #

FAMILY PHYSICIAN

Address Phone #

OTHER PHYSICIAN INVOLVED IN YOUR CARE

Address Phone #

Names and phone numbers of two relatives or friends (not already listed) and not living with you.

Name Relationship to you
Phone #
Name Relationship to you
Phone #
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not have a referral from my Primary Care Physician and | agree to be seen without a referral, | will waive my rights under my
insurance contract, release Alabama Sleep and Lung Medicine from their contractual agreement with my insurance, and agree
I will be responsible for payment in full at the time services are rendered.

I have read and understand your policy and agree to the conditions of this legal and binding contract as indicated by my
signatures below.

DATE: SIGNATURE:





