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'j) atient Information
Lata = S
Palient Mame

Last

First Wil frnal
Address e PR

Slrearl

Gy Erate Ip
Email
Date of Bith——. 88N
Sax [ Bdale [] Female
[ Mamied Cwidowed [l Single CIndinor
[ Separated (] Divaorced [JPannered for ____ years

Patiznt Occupation

Compary or School Mame

Address
Elrast
Cay = Sale | Tp
Phone
Spouse's Mame
DCate of Birth 855N

@ Insurance lnformation

Subscriber's Name

Relationship 10 Patient
Date of Birth

Insurance Company

Group Number Identification Number
Is patienl covered by addilional insurance? [JYes [JHNo
If Yes, Subscnber's Name

Cate of Birth

Relationship to Patient

Insurance Company

Group Number Identilication Mumibéer

ASSIGNMENT AND RELEASE
[ cerity thal |, pndfor my dependen(s), have insurance covenape with

and assign directly o

HWame of Ingurance Companyias)
D all inswsance
benefis, i any, cthensse payable 10 me for services rendened. | understand that |
am financally responsitle for gl changes whether or nol pasd by inswance. i
aulhonze the use of my signatbune on il INBUTENGE SyulmiseE ONE.

The above-named doctor may use my health care information and mey dsdose
such informaticon 12 the above-named Insurance Companyiies) ard ther agenls for
the purpose of eiaining payment for gervices and delsmining insurance benefits
of the benedits payable for related sendces, Tis cansent will &3 when my current
reatment plan is completed o cne yaar fram the date signed Eelow,

Employer : e

Whom may we thank for referming you?

Sgnalui of Fabani, Padend, GUanian or Personal Ropakianialve

Fioane P Dame of Panenl, Farel, Guarian ar Corsaie Fapesea e

)

[ i

5_/ Phone Numbers
Cell Phong Home Phone

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Mame Relationship

Home Phone Waork Phane Attormey Name (if applicable)
@

Reaszon for Visil

Lt FReiaboiaivg te Fadon!

Accident Information

Iz candition due ta an accident? [J¥es ONe  Date
Type of acadent [JAuta Owoerk  [JHeme [ Other
To whom have you made a report of the accident?

Oauto Insurance  JEmployer [Worker Comp. [l Other

Patient Condition

ALRI @ X on th Aa00 AEre you BaVE SAME0ATS

When did your symploms appear?

Is this condition getting progressively worse?  [ClYes [CWo O Unknown

Fale the severily of your pain on a scale from 1 (least pain) to 10 {severe pain)

Type of pain: [ 1Sharp COoun CiThrobbing  ClMumbness [ClAching  [D)Shooling
(Buming [Tingling O Cramps O stiffness ClSweling  [JOther

How oltan do you have this pain® Is it constant or does it come and ga?

Dees itinterfere with your [ 'Werk (I sleep Ooaily Routine [ Recreation

Activities or movements that are painful to perform: [l 5itting

Cstanding  ClWwalking

i

OBending [ Lying Down



@ b

Whal treatment have you already received for your condition?

Health History

[ Madications O surgery ] Physical Therapy ] Chiropractic Services  [JNa Treatrment
[ Other Trealment
Mame and address of alher docton(s) who have treated you for your condition
Date of Last: Physical Exam Spinal X-Ray Blaod Test
Spinal Exam Urine Test KRl CT-Scan, Bone Scan

Indicate if you have had any of the following: (Check all appropriate boxes)

O mosHv [ Chemical Dependency O Herpes 1 Polio

L Meoholism [ Chicken Pax [ High Cholesterol 7] Prostate Problem

O Allengies ] Diabetes [ Kidney Dizease [] Prosthesis

L fnemia [ Emphysema [ Liver Diseasze ] Psychological Care

O Anorexia 1 Epilepsy [ Migraine Headaches ] Rheumatoic Arthritis

[ Arthritis [7] Glaucoma O Mononucleasis [ Rhevmatic Fever

1 Asthma [ Giaiter 1 Multiple Sclerosis L] Stroke

[l Bleeding Disorders [ Goust ] Osteoporosis [] Suicide Attempt

1 Bresst Lump [] Heart Disease [ Facemaker [C] Thyraid Problems

L1 Bronchitis [} Hepatitis [] Parkingon's Disease [} Tuberculosis

] Bufimia 1 Hemia [ Pinched Merve O Tumors, Griswths

[l Cancer ["] Hemiated Disk [ Presmonia [ Uieers

[ Dther

Txarcise Work .ﬂ-\cf_'ivit_Lj Habits

[ Mone [ Sitting [ Smaking Packs per Day

1 Moderate [l Standing [J Alcahol Drinks per Week

[ Daity [ Light Laor [ Coffee/Caffeine Drinks Cups per Day

O Heawy [ Heavy Labor [ High Stress Level Reason

Ol Pregnant? Due Date

InjunesiSurgenes you have had Description Date
Falls
Head Injuries =
Broken Bones/Dislocations
Burmgeries RN

@ Medications AHcrgies Vitamins, Herbs, Minerals

Pharmacy Marme

Pharmacy Phone
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APPROVED OMB-0938-0008

DO NOT
STAPLE e S T R e TSP S AT
IN THIS R e A R .
AREA —

[ IPICA HEALTH INSURANCE CLAIM FORM Pica [T
1, -MEDICARS MEDICAID. CHAMRUS, CHAMPVA, GROlD EECA OFHER| 1a. INSURED'S 1.0 NUMBER (FOR PROGRAM IN ITEA;\ 1)

HEALTH PLAN BLK LUNG
Medicare &) [ (Medicaid #) D {Spoasars SSN) [ (VAFile #) [ (SSNacin) [ (SSAI IL_—J‘l 4Dy
2 PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 PJ;IENT'DSDBIRTP;YDATE SE 4. INSURED'S NAME (Last Name, First Name. Middle Initial)
' !

M[] XFD

5 PATIENT'S ADDRESS (No . Street) 6. PATIENT RELATIONSHIP TO INSURED

seit [ ] SpouseD chid[ ] otner ]

7. INSURED'S ADDRESS (No , Street)

-
C.EMPI OYF H'S NAMF OR SCHOOIL NAME

cITy STATE |8 PATIENT STATUS CITY ) T [sTate
o ) Slngie’:] Marned E] Other D
2IP CODE TELEPHONE (Include Area Code) - ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Pan-Time
I : ( ) [:] Student Student D ( )
S OTHERINEUAE DG MAME L aei-MName—fue Name_Middlodaman 10.15 PATIENT'S CONDITION RELATED TO- 11 INSURED'S POLICY GROUP OR FECA NUMBER =
S OTHER INSURED'S ROLICY OR GROURNUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) | INSURED'S OATE OF BIRTH -
MM |, DD , YY SEX
DYES NO ! M.M [—-_] ) F [ }
B-OTHER INGUREDS-BATE-OF-BIRFH SEX— b. AUTO ACCIDENT? PLACE (State) | b EMPLOYERGNAME ORSEHOBE MAME— Sie= i
MM DD YY
Wa! £ YES NO
et = t U (v

c. OTHER ACCIDENT?

D YES D NO

AN ANNA MO RO,
A t =

A M A 1

Hvee—fF-re-

If yes._ 1eturn 1o and complete item 9 a-d

READ BACK OF FORM BEFORE COMPLETING & SIGHING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other information necessary
lo process this clam 1 also request payment of government benelfils either to myself or to the party who accepls assignment

below
; SR e L XOATE o

SIGNED

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | aulhonze
payment of medical benefits 1o the undersigned physician or suppher for
services described below

XSIGNED_ - .

PATIENT AND INSURED INFORMATION

JT3IANT H3d(

14 DATE OF CURRENT
MM 0D YY

SSUE s
{ INJURY (I\(’(;MPHIEOR

| 16 BATESRATHENT UNABLE TO WO RKIN-CURRENT OO,

CURATION
MAL

FROM '

Do NN STV O

TO

NAME OF REFERRING PHYSICIAN OR OTHER SOURGE 17a 1.0. NUMBER OF REFERRING PHYSICIAN

' | L5
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD  YY MM DD vy

FROM |

ro

19 RESERVEDOR LOCAL USE

W —

"~ § CHARGES

20 OUTSIDE LAB?

DYES [_] NO

22 MEDICAID RE éL!BMISSIC)N
CODE

OR'GM NO

1
i
3 - |
23 PRIOR AUTHORIZATION NUMBE R |
o . | - R THNE.
AN B8 N 0 E E G H | Kk
DATE(S) OF SERVICE Place | Type [RQOCEDURES. SERVICES. OR SUPPLIES DIAGNOSIS DAYS [EPSDT RESERVED FOR
From To of of xplain Unusual Circumslances) CODE ARGES OR F;;"nly LOCAL USE
_YY MM DO YY |ServiceiService] CPT'HSRCS |  MODIFIER UNITS| Plan_

]

iy

-

| ™

N

25 FEDERAL TAX 1D NUMBER SS

L1

EIN 26 PATIENT'S ACCOUNT NO 27(£CCEPT ASSIGNMENT?

or govt. claims, see back)

_ D YES NO

28 TOTAL CHARGE AMOUNT PAID 30 BALANCE DUE

$ $ ! 3

31 SIGNATURE OF PHYSI
INCLUDING DEGREE
(I certity that the,

1 OR SUPPLIER
S OR CREDENTIALS
temenis on the reverse

and are made a part thereol )

. 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (!l other than home or office)

SIGNED

DATE |

33. PHYSICIAN'S. SUPPLIER'S BILLING NA
& PHONE #

ADDRESS. ZIP CODE

PIN# GRP#

———————» |« CARRIER —>

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM RRB-1500

14






