NAME (Last, First Middle) SEN# BIRIHDAIE LANGUAGE SEX

LOCAL ADDRESS CITY, STATE ZIP SECONDARY/BILLING ADDRESS (it Applicable)
HOME PHONE DAY PHONE EMAIL ADDRESS CITY, STATE ZIP
MARITAL STATUS | STUDENT STATUS SMOKER (Y/N)? | VETERAN (Y/N)? | PRIMARY CARE PROVIDER HOME PHONE

DFuII-limeD Part-limg

RELATIONSHIP TO PATIENT

PRIMARY INSURANCE

NAME OF INSURANCE COMPANY POLICY#

NAME OF INSURED GROUP#

ADDRESS OF INSURANCE COMPANY COPAY AMT

CITY, STATE ZIP PHONE DEDUCTIBLE

RELATIONSHIP TO PATIENT EFFECTIVE DATE EXPIRATION DATE

SECONDARY INSURANCE (if Applicable

NAME OF INSURANCE COMPANY POLICY#

NAME OF INSURED GROUP#

ADDRESS OF INSURANCE COMPANY COPAY AMT

CITY, STATE ZIP PHONE DEDUCTIBLE

RELATIONSHIP TO PATIENT EFFECTIVE DATE EXPIRATION DATE

| have reviewed the above information and agree that it is complete and correct. | have reviewed the financial policy and agree to its terms. | hereby
assign benefits to be paid directly to Phoenix Medical Group. | accept complete financial responsibility as allowed by my insurance contract and
applicable laws, including payment of collection and attorney's fees, if needed. | have received the notice of privacy practices.

SIGNATURE OF PATIENT/GUARDIAN DATE



