
    

 
 

    

CONFIDENTIAL INFORMATIONCONFIDENTIAL INFORMATIONCONFIDENTIAL INFORMATIONCONFIDENTIAL INFORMATION    

Use BLACK ink only - PRINT clearly - COMPLETE both sides - SIGNATURE required 

 
TODAY'S DATE___________________________ FOR OFFICE USE ONLY)#______________________ 

PATIENT NAME:_________________________  _______  _______________________________________  

   First    Middle    Last 

 

SOC SEC ___________-__________-___________  SEX________ BIRTHDATE_______-_______-________ 

ADDRESS___________________________________________   HOME PHONE (       )__________________ 

ADDRESS__________________________ APT #__________ WORK PHONE (       )___________________ 

CITY /STATE_______________________ ZIP_____________ CELL PHONE (       )____________________ 

MARITAL STATUS________________________ eMAIL ADDRESS___________________________________ 

EMPLOYER NAME:________________________________________________________________________ 

EMPLOYER ADDRESS:_____________________________________________________________________ 

FAMILY/REFERRING PHYSICIAN:_________________________________ Phone # (_____)_____________ 

 

REFERRED HERE BY_______________________________________________________________________ 

 

PHARMACY 

NAME/PHONE___________________________________________________________________________ 
 

    
RESPONSIBLE PERSON (Responsible for billing) 

NAME___________________________________________  HOME PHONE (       )___________________ 

ADDRESS________________________________________ WORK PHONE (       )_________________________ 

___________________________________________ RELATIONSHIP TO PATIENT___________________ 

SOC SEC #___________________________________ DATE OF BIRTH_____________________________    

EMPLOYER/ADDRESS _____________________________________________________________________ 

 
SPOUSE NAME____________________________________________________________________________________ 

SPOUSE SOC SEC #_________________________________ WORK PHONE (       )___________________ 

SPOUSE EMPLOYER:______________________________________________________________________ 

EMPLOYER ADDRESS:_____________________________________________________________________ 

 

    

    

(TURN OVER AND COMPLETE OTHER SIDE)(TURN OVER AND COMPLETE OTHER SIDE)(TURN OVER AND COMPLETE OTHER SIDE)(TURN OVER AND COMPLETE OTHER SIDE)    



 

RELEASE OF INFORMATION AND BENEFITS STATEMENT FOR SIGNATURE 

 
I authorize the release of medical information necessary to process my insurance claim. I understand these records may include 
psychological or psychiatric impairments, drug abuse, alcohol abuse, or human immunodeficiency virus (HIV) infection, including 
acquired immunodeficiency syndrome (AIDS) or test results for HIV. 
 
I authorize payment of insurance benefits (basic, major medical, HMO, PPO, Medicare or Medicaid) to the undersigned physician or 
supplier for the services described on the attached claim. 
 
I acknowledge that I am responsible for payment of fees assessed for appointments not kept or canceled with less than a 24-hour 
notice. 
 
I have been informed that the privacy policy of Memorial Neurological Association as it pertains to my health information is posted in 
the waiting room and a copy is available to me upon request. 
 
 

DATE SIGNED_____________________DATE SIGNED_____________________DATE SIGNED_____________________DATE SIGNED_____________________    SIGNATURESIGNATURESIGNATURESIGNATURE____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

    

 

    

________________________________________________________________________________________________________________________________________________________________________________________________________            ________________________________________________________________________________________________________________________________________________________________    

INSURANCE COMPANY NAME     INSURANCE CO. PHONE NUMBER 
 

__________________________________________________________ _________________________________________ 

INSURED NAME/SUBSCRIBER     DATE OF BIRTH 
 

________________ _________________________________________ _________________________________________ 

SEX   SOCIAL SECURITY NUMBER   RELATIONSHIP TO PATIENT 
    

_______________________________________________________________________________________________________________ 

EMPLOYER 

 

______________________________________________ ________________________________ 

I.D. #         GROUP # 

 
 

 

IN EMERGENCY, NOTIFY (name and phone number of a person not previously listed on this form): 

NAME_______________________________________ PHONE (     )_______________________________ 

 

    
    

PLEASE DO NOT WRITE BELOW THIS LINEPLEASE DO NOT WRITE BELOW THIS LINEPLEASE DO NOT WRITE BELOW THIS LINEPLEASE DO NOT WRITE BELOW THIS LINE    

 
 
 
 
 
 

 

 

 

Revised 11-2006/LLL 


