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ACCOUNT NUMBER         TYPE OF ACCOUNT MEDICAL CHART NUMBER 

PRIMARY DIAGNOSIS SECONDARY DIAGNOSIS MEDICAL CHART NUMBER 

APPOINTMENT WITH DOCTOR 

 PATIENT INFORMATION 

NAME - LAST,                                          FIRST,                                MIDDLE INITIAL MARITAL STATUS 

STREET ADDRESS,                                        APT. #                            CITY                               STATE                       ZIP CODE 

HOME PHONE BUSINESS PHONE DATE OF BIRTH GENDER:__MALE   _ FEMALE 

SOCIAL SECURITY #: OCCUPATION 

NAME OF EMPLOYER/ SCHOOL 

STREET ADDRESS:                                                                                CITY                               STATE                       ZIP CODE 

  

IN CASE OF EMERGENCY, CONTACT:   NAME PHONE: 

STREET ADDRESS:                                                                                CITY                               STATE                       ZIP CODE 

    

 BILLING INFORMATION 

You should complete this section only if your bills are sent to someone other than the person described above. 

NAME OF PERSON TO BILL HOME PHONE 

STREET ADDRESS:                                                                                CITY                               STATE                       ZIP CODE 

RELATIONSHIP TO PATIENT DATE OF BIRTH SOCIAL SECURITY NUMBER 

NAME OF THEIR EMPLOYER 

STREET ADDRESS OF EMPLOYER BUSINESS PHONE 

 

INSURANCE INFORMATION 

Get this information from your insurance ID card or form. 

NAME OF FIRST COMPANY TO BILL: 

STREET ADDRESS:                                                                                CITY                               STATE                       ZIP CODE 

INSURANCE ID NUMBER WHOSE POLICY IS IT? TYPE OF COVERAGE LOCAL/GROUP NUMBER 
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PATIENT INFORMATION

NAME OF SECOND COMPANY TO BILL 

STREET ADDRESS:                                                                                CITY                               STATE                       ZIP CODE 

INSURANCE ID NUMBER WHOSE POLICY IS IT? TYPE OF COVERAGE LOCAL/GROUP NUMBER 

NAME OF THIRD COMPANY TO BILL 

STREET ADDRESS:                                                                                CITY                               STATE                       ZIP CODE 

INSURANCE ID NUMBER WHOSE POLICY IS IT? TYPE OF COVERAGE LOCAL/GROUP NUMBER 

  

"I verify the accuracy of the above information and I authorize the release of information as provided on the 
Claims Authorization form." 

_________________________________________________,   _______________________________ 

Patient (or authorized) signature                                                    Date signed 

"I am in agreement with the authorization to pay statement on the Claims Authorization form." 

_________________________________________________,   _______________________________ 

Insured's Signature                                                                         Date signed 

MBS 44 (10-86) 
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