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	Today’s Date:                                                                     (Please Print)                         For office Use:   GS  FORMCHECKBOX 
  CC  FORMCHECKBOX 



	PATIENT INFORMATION

	Primary Care Physician:      
	Referring Physician:      

	First Name:      
	MI:      
	Last Name:      

	 FORMCHECKBOX 
 Mr.    FORMCHECKBOX 
 Mrs.    FORMCHECKBOX 
 Miss    FORMCHECKBOX 
 Ms.  FORMCHECKBOX 
 Sr.    FORMCHECKBOX 
 Jr.    FORMCHECKBOX 
 III
	

	Street address:      
	City:                                            County:      

	Street address 2:      
	State:                                          ZIP Code:      


	Home no.: (     )            
	Cell no:   (     )             
	Birth date:                        Age:      



	Work no.:  (     )            
	Email:                         @                    
	Social Security no.:                 

	Sex:  FORMCHECKBOX 
 M          FORMCHECKBOX 
 F
	Marital Status:  Single  FORMCHECKBOX 
   Married  FORMCHECKBOX 
   Divorced  FORMCHECKBOX 
   Separated  FORMCHECKBOX 
   Widowed  FORMCHECKBOX 
  Partnered  FORMCHECKBOX 


	RACE:           
	 FORMCHECKBOX 
  

 Black
	 FORMCHECKBOX 
 

Chinese
	 FORMCHECKBOX 
 Filipino
	 FORMCHECKBOX 
Hispanic
	 FORMCHECKBOX 
Japanese
	 FORMCHECKBOX 
 Native American
	 FORMCHECKBOX 
 Native Hawaiian
	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
   Oriental/Asian
	 FORMCHECKBOX 
 Pacific Islander
	 FORMCHECKBOX 
 Caucasian

	Occupation:     
	Employer:     
	Status: FT FORMCHECKBOX 
   PT  FORMCHECKBOX 
   Ret  FORMCHECKBOX 
   Tmp  FORMCHECKBOX 
   Other:  FORMCHECKBOX 


	Employer Address:      
	City:                                            County:      

	Employer Address 2:      
	State:                                          ZIP Code:      

	                                                INSURANCE INFORMATION   (Please give your insurance cards to the receptionist.)

	Is this visit related to a work injury (Workman’s Compensation)
	 FORMCHECKBOX 
 YES               FORMCHECKBOX 
 NO
	

	Primary Insurance Name
	
	 FORMCHECKBOX 
  HMO
	 FORMCHECKBOX 
  PPO
	 FORMCHECKBOX 
  POS
	 FORMCHECKBOX 
 Open Access

	Street address:      
	City:                               State:       ZIP:                                      

	Street address 2:      
	Telephone No:      

	Subscriber’s name:  (If different from above)
	Subscriber’s S.S. no.:
	Birth date:
	Policy no.:
	Group no.:

	     
	     
	     
	     
	     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	Sex:  FORMCHECKBOX 
 M          FORMCHECKBOX 
 F

	Subscribers Place of Employment:
	
	Tel Number:      

	
	Secondary Insurance Information
	
	
	
	

	Secondary Insurance Name
	
	 FORMCHECKBOX 
  HMO
	 FORMCHECKBOX 
  PPO
	 FORMCHECKBOX 
  POS
	 FORMCHECKBOX 
 Open Access

	Street address:      
	City:                               State:       ZIP:                                      

	Street address 2:      
	Telephone No:      

	Subscriber’s name:  (If different from above)
	Subscriber’s S.S. no.:
	Birth date:
	Policy no.:
	Group no.:

	     
	     
	     
	     
	     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	Sex:  FORMCHECKBOX 
 M          FORMCHECKBOX 
 F 

	Subscribers Place of Employment:
	
	Tel Number:      

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	     
	     
	(     )      
	(     )      

	AUTHORIZATION TO LEAVE MESSAGES 

	 FORMCHECKBOX 
 YES 
	 FORMCHECKBOX 
 DO NOT
	Leave a message on my answering machine/voice mail/ email or with anyone in my household who answers the phone. Messages may include appointment reminders. 

	If you do not want us to leave messages for you, please check “DO NOT” above. A “YES” above indicates your consent.
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	AUTHORIZATION/release  

	I hereby authorize the following person(S) to receive medical information, make or change appointment(S), receive results, and have communications on my behalf


	Last Name:
	First Name:

	NOTICE OF PRIVACY PRACTICES

	By signing below I am verifying that: I have received a copy of ADVANCED SURGERY, PC ‘s “NOTICE OF PRIVACY PRACTICES”, that I have had the opportunity to review the notice and ask any questions regarding the information provided within the notice, that I understand the information contained within the NOTICE/DOCUMENT and that I may obtain a copy of the document upon request at any time.


	Patient/Guardian signature
	Date

	PATIENT FINANCIAL TERMS AND CONDITIONS 

	We are committed to providing you with the best possible care and service. If you have medical insurance, we are happy to assist you to receive your maximum allowable benefits. In order to achieve these goals, you will need to remit all relevant insurance policy information to the provider at the time of service. 

Please understand:

1. Your insurance is a contract between you and the insurance company. 2. You are responsible for whatever portion your insurance deems as your responsibility.  3. Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select certain services they will not cover. These charges are your responsibility.

Unless otherwise agreed upon by the provider, payment for services is due at the time services are rendered. We accept cash, checks, MasterCard, or Visa. We will be happy to help you process and/or directly submit your insurance claim-form for reimbursement. 

We will gladly discuss your proposed treatments and charges, and will answer any questions relating to your services.

A copy of this form may be used in place of the original for proof of signature for insurance companies.

Returned checks will be subject to a $25.00 bad check fee. A $25.00 charge will also be applied for missed appointments and appointments cancelled without 24 hours advance notice. In the unfortunate event collection procedures are required to collect an outstanding account balance, the patient shall be responsible for the collection fee equal to 30% of any past due balance.

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Advanced Surgery, PC, or insurance company to release any information required to process my claims.
By my signature, I indicate that I have read, understand and do hereby accept the terms of this agreement.

	Patient/Guardian signature
	Date

	Medicare Patients Only 

	I request that payment of authorized Medicare benefits to be made either to me or on my behalf to Advanced Surgery, PC, for any services furnished by that physician or supplier. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits payable for related services.

I request that payment of authorized Medigap benefits be made either to me or on my behalf to Advanced Surgery, PC., for any services furnished by that physician. 11 authorize any holder of medical information about me to release to the above named Medigap insurer, any information needed to determine these benefits payable for related services.


	Patient/Guardian signature
	Date
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