Eastern Carolina Internal Medicine, PA
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Patient Name (Last, First, MI) Date of Birth Social Security Number
Mailing Address (PO Box, City, State, Zip) Sex Marital Status
_ Married __ Single __ Divorced
F M _ Widowed _ Child _ Separated
Physical Address (Street, city, State, Zip) Home Phone Number Race
( ) - __ Caucasian __ Black
___ Hispanic _ Asian
Employer (Name and Address) Work Phone Number
Other

«C ) -

Spouse (Name)

Spouse SSN

Spouse’s Date of Birth

[/

How did you hear about us?

Spouse’s Employer (Name and Address)

«C ) -

Spouse’s Work Phone Number

__ Phonebook __Radio
__Billboard _ Friend
_ Website _ Referral
Other:

Who to contact in an Emergency (name, phone number, relationship)

E-mail Address

Is this a work related injury?

Y N

NOTE TO DIVORCED PARENTS: It is the policy of this office that the parent accom

panying a child for treatment will be held responsible for all bills.

We cannot bill non-present parent. Please provide information on both parents. List parent who is registering the child as the guarantor.

Guarantor Name (Last, First, MI)

Date of Birth

[/

Social Security Number

Mailing Address (PO Box, City, State, Zip)

Sex

F M

(

Home Phone Number

) -

Employer (Name and Address)

(

Work Phone Number

) -

Other Parent Name (Last, First, MI)

Date of Birth

[/

Social Security Number

Mailing Address (PO Box, City, State, Zip)

Sex

F M

(

Home Phone Number

) -

Spouse’s Employer (Name and Address)

(

Work Phone Number

) -
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Please have all insurance cards available to be copied

Primary Insurance Coverage

Policyholder (Last First, MI)

Date of Birth

[/

Sex

F

Social Security Number

M - -

Spouse’s Employer (Name and Address)

Policyholder’s relationship to patient

Effective Date

[/

Insurance ID

Group #

Plan #

Employer

Address (PO Box, City, State, Zip)

Phone Number

C ) -
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Secondary Insurance Coverage

Policyholder (Last First, MI) Date of Birth Sex Social Security Number
Spouse’s Employer (Name and Address) Policyholder’s relationship to patient Effective Date

/[

Insurance ID Group # Plan # Employer

Address (PO Box, City, State, Zip) Phone Number

C ) -

X

This is a lifetime continuing “signature on file” and consent to treat
agreement which is valid until revoked by the patient in writing.

. Consent for Examination:

I hereby voluntarily present myself to Eastern Carolina Internal Medicine, PA (hereafter called ECIM) for ex-
amination, treatment, injection and medical services and/or procedures. I hereby consent to medical services
deemed necessary by my provider at ECIM.

. Release of Medical Records:

I authorize ECIM to release my health information to my insurance carrier or any other person or entity re-
sponsible for paying for my healthcare services. I also authorize ECIM to use my health information for the
purpose Healthcare Operations.

. Benefit Assignment:

I request payments of all authorized benefits be made on my behalf by my insurance company(s) and/or
agency(s) directly to ECIM.

. Financial Responsibility:

For all non-participating insurance companies and/or agencies—I understand that I remain financially respon-
sible to ECIM for any and all charges not paid in a reasonable time after charges are filed with the carrier; or
should the carrier deny or reduce payment below the ECIM standard charge. I am hereby notified that my
insurance company and/or agency may deny payments for routine exams and procedures that they deem not
medically necessary, and I agree to be personally responsible in such cases.

Consent Certification:

I certify that [ have reviewed this form and understand its contents. I also understand that this is a lifetime con-
tinuing signature on file and consent to treat agreement that is valid until canceled by me (the patient) in writ-
ing and that I have a right to receive a copy upon request.

Signature of patient or guardian if patient is a minor Relationship to Patient ~ Date

X

Address of guardian signing for patient Rept. Initials
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