PATIENT INFORMATION
 DATE: 


Name (Last, First, Initial:  
 Age:  


Address:  


City:  
 State: 
Zip: 


Home Phone Number:  
 Work Number: 


What number would you like us to use to contact you? ___________________________________________________________

Patient Status:
 FORMCHECKBOX 
  1-Married
 FORMCHECKBOX 
  2-Single
 FORMCHECKBOX 
  3-Other


 FORMCHECKBOX 
  4-Separated
 FORMCHECKBOX 
  5-Divorced
 FORMCHECKBOX 
  6-Widowed

Birthdate:  
 Sex: 
Social Security #: 
 
 

Emergency Contact:  
 Emergency Phone: 


Referred by: 
Primary Care Doctor: 


Employment Status:
 FORMCHECKBOX 
  1-Employed FT
 FORMCHECKBOX 
  2-Employed PT
 FORMCHECKBOX 
  3-Retired


 FORMCHECKBOX 
  4-Not Employed
 FORMCHECKBOX 
  5-Student FT
 FORMCHECKBOX 
  6-Student PT

Employer’s Name:  
 Phone #:  


Address:  


GUARANTOR INFORMATION/SECONDARY ADDRESS:

Name:  
 Phone #: 


Address:
 SS #: 


INSURANCE INFORMATION:

PRIMARY INSURANCE:  


Address: 
 Phone #: 


Policyholder’s Name:  
 Employer: 


Policyholder’s Birthdate: 
 Policyholder’s Sex: 


Policy Number:
 Group Number: 


SECONDARY INSURANCE:  


Address: 
 Phone #: 


Policyholder’s Name:  
 Employer: 


Policyholder’s Birthdate: 
 Policyholder’s Sex: 


Policy Number:
 Group Number: 


ASSIGNMENT OF BENEFITS, FINANCIAL RESPONSIBILITY, AND RELEASE OF INFORMATION

I hereby assign my insurance benefits to be paid directly to RICHARD N. HESS, MD, FACS, PC. I am financially responsible for non-covered services. I understand and agree that if I do not pay my account in a timely fashion and collection steps become necessary, I will be responsible for all collection costs including, but not limited to, attorney fees and court costs. I also authorize the Office of RICHARD N. HESS, MD, FACS, PC to release any information required to process this claim.

PATIENT/PARENT/GUARDIAN’S SIGNATURE:  
DATE:


