Patient Check In

WBCMC - Central

Patient Last Name____ - _ ‘ Home Phone Work Phone
First Name__ = - v Middle Cell Phone ‘ Other
Address DOB Sex Marital Status
R _ . _ - Driver's License
Clty : _ _ State _ Zip Social Security No.
Emergency Contact , ‘ » Carrell Clinic Physician
Name__ B Phone Relationship
Patlents Employer , Occupation
Address Phone Fax
E-Mail
City State Zip Contact
Guarantor of account is adult accompanying minor patient
Guarantor's Last Name Work Phone
First Name Middle Employer
Address SS. # D.O.B.
City State Zip Patient's Relationship to Guarantor
Primary Insurance, Circle One: HMO PPO POS Secondary Insurance, Circle One: HMO PPO POS

Company Name Company Name

Claims Address

Claims Address

City State Zip City State Zip
Phone Fax Phone Fax

Policy No Group No Policy No Group No

Insured Name Insured Name

Address Address

City State Zip City State Zip
SS# DOB Sex SS# DOB Sex
Insured Employer ' Insured Employer

Address Address

Phone Fax Phone Fax

Patient's Relationship to Insured

Patient's Relationship to Insured

*MUST HAVE INSURED DOB OR CLAIM CANNOT BE FILED TO INSURANCE*

Primary Care Physician ‘ Phone
Address___ City State  Zip
Referring Physician Phone
Address City State  Zip

Reason for visit (part of body)? Right or Left?

Duration of Symptoms?

Circle One: Was this an accident? Y N Onthe Job? Y N Motor Vehicle Accident? Y N Date

RELEASE OF INFORMATION AND ASSIGNMENT OF INSURANCE BENEFITS
§ hereby authorize W, B. Carrell Mamorial Clinie {the clinic) to furnish medical and billing information to wmy referting physician, other
providers of medical ewmraﬁ fi141'3 irssurance @mwcﬁar{sh andmr *my :sptm*:*e or guarma a5 necessary bo facilitate my medical carg
or t recover gxpensas f 1 arderstand that | have the dgbt to speaifyy, o
seriting, that my privats heslt ftu any or all of the above,

1 herehy assign any and all insurance t:xeraeﬁts e Hhe ¢l o ohligation for med eflor surgical expenses, | understand
that | amn responsible for any charges which may Juded by my insurange provider(s), exos rges which
are excluded based on & managed care contrast beiw&en lhne msuram;e campany and the slinie, | understand that | am financially
responsible for all charges et covered by an insurance Sormipany.

Print Name - Signature Date




