     FAMILY MEDICINE OF PAWLING

Thank you for choosing our office! Please complete in print. All information provided is confidential.

NAME ___________________,___________________________ SEX ___M ___F         DATE:______/_______/_______                                                                              

              Last                                             First                                Middle  

MAILING/BILLING ADDRESS: _____________________________________________________________________     

CITY _________________________________________ STATE_________   ZIP CODE ____________________

PHONE NUMBERS: HOME ( __ )________________  WORK (_____)________________CELL(____)_______________

BIRTH DATE ____/____/____ SOC.SEC. # ________________________  EMAIL:______________________________
CIRCLE APPROPRIATE BOX:    MINOR      SINGLE      MARRIED     DIVORCED     WIDOWED      SEPARATED

RESPONSIBLE PARTY:___________________________RELATIONSHIP TO PATIENT:_________________________

ADDRESS:___________________________________________________________PHONE:______________________

DRIVER’S LICENSE #:_____________________ BIRTHDATE:_________________WORK PHONE________________

HOW DID YOU HEAR ABOUT OUR OFFICE:___________________________________________________________

INSURANCE INFORMATION (Please allow us to copy your cards) COPAY AMOUNT $________________

PRIMARY ___________________________________I.D. # _______________________GROUP #:________________

SUBSRIBERS NAME ____________________________SS#_____________________BIRTHDATE_____/______/___

ADDRESS _____________________________________ CITY ______________________ STATE ____ZIP ________

RELATIONSHIP TO PATIENT:___________________EMPLOYER: ____________________WORK#:______________

SECONDARY _____________________________________________ I.D. # _________________________________

SUBSCRIBER’S NAME ____________________________ BIRTH DATE ____/____/____ RELATIONSHIP _________

SS#________________________________________ EMPLOYER: _____________________________________

PHARMACY NAME:______________________________________PHONE(______)____________________________

IN CASE OF EMERGENCY NOTIFY: __________________________PHONE (____)___________

Payment must be made at time of visit unless prior arrangements are made.  An estimate of the charge for any procedure required will be given to you upon request.  Please remember that insurance is considered a method of reimbursing the patient for fees owed to the doctor and is not a substitute for payment.  Some companies pay fixed allowances for certain procedures and others pay a percentage of the charge.  It is the patients’ responsibility to pay any deductible amount, co-insurance or any other balance in accordance with the specific insurance policy. We accept cash, checks and credit cards for your convenience. Our fee for returned checks is $25.  We require at least 24 hours notice for any changes in appointment. Fee for no show range from $25 to $75 depending on the extent of the visit. This signature on file is my authorization for the release of information necessary to process my claim.  I hereby authorize payment directly to the physician named.

              I AUTHORIZE RELEASE OF MEDICAL INFORMATION TO:

SPOUSE______________________  PARENT__________________________CHILDREN_____________________

OTHER:___________________________________________________

I HAVE RECEIVED THE HIPAA PRIVACY AGREEMENT FOR FAMILY MEDICINE OF PAWLING, PLLC   

YES______________   NO___________________

SIGNATURE ______________________________________________________________ DATE _____/_____/_____

