


Last Name: First: M.1. _

Please show insurance cards at each visit

INSURANCE-PRIMARY: _

Primary Subscriber Name: Date of Birth: _

Relationship to Patient: D Self D Spouse D Parent D Other _

Employer: _

ID # Group # _

INSURANCE-SECONDARY: _

55#: ---------------

Subscriber Name: Date of Birth: _

Relationship to Patient: 0 Self DSpouse 0 Parent DOther _

Employer: _

ID# Group# _

SS#: ---------------

If MEDICARE is your SECONDARY insurer, is it secondary due to: DWorking Aged 0 ESRD

o Disability 0 Other (please specify): _

Are you receiving Black Lung (BL) benefits and the services being performed are covered by BL?
Has the Department of Veterans Affairs (OVA) authorized and agreed to pay for care at this facility? _
Are services to be paid by a government, such as a research grant?
Was the illness/injury due to a work related accident/condition that is covered by We? _
Date of injury/illness: _
Was illness/injury due to a nonwork related accident? _
Date of accident: _
What type of accident caused the illness/injury? _
Was another party responsible for this accident? _
Are you entitled to Medicare based on Age, Disability or ESRD? _
Is your spouse currently employed? _
Do you have GHP coverage based on your own or spouse's employment? _
Does the employer that sponsors your GHP employ 20 or more employees? _

May we leave a personal message on your answering machine regarding any or all-ongoing medical conditions?ri- ON
May we call you at work? 0 Y May we call your cell phone? D Y

May we contact you by Email? 0Y D N IF YES - email address: _

I hereby authorize Dr. Guerriero/ Dr. Ho to furnish information to insurance carriers concerning my illness and
treatment. I understand that sensitive material from my medical history could be included.
Signed: Date: _

I hereby assign to Dr. Guerriero/ Dr. Ho all payments for medical services rendered to my dependents or
myself. I understand I have financial responsibility for any amount not covered by insurance.
Signed: Date: _
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