

PATIENT AND INSURANCE INFORMATION SHEET

Premier Sleep Disorders Center

PATIENT INFORMATION:






DATE:__________________

GENDER:
_____MALE
_____FEMALE


COMPLETE NAME:_____________________________________________DATE OF BIRTH:___________________

IF A MINOR (PARENT’S NAME):__________________________________MARITAL STATUS:__________________

ADDRESS:________________________________CITY:_____________________STATE:_______ZIP:___________

TELEPHONE NUMBERS (HOME):_______________________________(WORK):____________________________

SS#:________________________________________DRIVER’S LISCENSCE #:_____________________________

EMPLOYER:__________________________________OCCUPATION:_____________________________________

EMPLOYER ADDRESS:________________________CITY:____________________STATE:________ZIP:_________

EMPLOYER TELEPHONE #:___________________________________

SPOUSE COMPLETE NAME:_____________________________________DATE OF BIRTH:___________________

SPOUSE SS#:_________________________________DRIVER’S LISCENCSE #:____________________________

SPOUSES’ EMPLOYER:_________________________OCCUPATION:_____________________________________

EMPLOYER ADDRESS:_________________________CITY:___________________STATE:_________ZIP:________

REFERRING PHYSICIAN’S NAME:_________________________________________________________________

INSURANCE INFORMATION:

ARE YOU COVERED BY INSURANCE?   _____YES
_____NO

MEDICARE NUMBER:________________________________ MEDICAID NUMBER:__________________________

NAME OF PRIMARY INSURANCE:___________________________________TELEPHONE:____________________

ADDRESS:____________________________________CITY:________________STATE:__________ZIP:_________

INSURED’S NAME:_____________________________POLICY #:_________________GROUP #:_______________

NAME OFSECONDARY INSUSRANCE:_______________________________TELEPHONE:____________________

ADDRESS:_____________________________________CITY:_______________STATE:__________ZIP:_________

INSURED’S NAME:_____________________________POLICY #:_________________GROUP #:_______________

PERSON RESPONSIBLE FOR PAYMENT:________________________RELATIONSHIP:______________________

ADDRESS:__________________________________________________TELEPHONE# :______________________

X 

EMERGENCY CONTACT:


NAME:_________________________________________ RELATIONSHIP:________________________________

HOME TELEPHONE #:____________________________WORK TELEPHONE #:___________________________

ADDRESS:_____________________________________CITY:______________STATE:_________ZIP:_________

Confidentiality is of the utmost importance.  Therefore, it is necessary that we obtain your permission to notify you by phone or mail.  Please provide phone numbers and/or addresses whey you may be contacted.

Home: _____ (Y/N), phone/address listed above or ___________________________________________________

Work:  _____ (Y/N), phone/address listed above or ___________________________________________________

Medical Information may be discussed with:________________________________________________________

May we leave information on an answering machine? _____ (Y/N)   Signature:____________________________

The insurance information furnished here represents a full disclosure of the insurance/third party benefits to which I am entitled.  I understand that failure to disclose pre-certification requirements for any and all plans to which I subscribe may cause me to incur full liability for charges as a result of non-payment by my carrier.

Please remember that insurance is considered a method of reimbursing the patient and/or provider for fees and is not a substitute for payment.  Some companies pay fixed allowances for certain procedures and other pay a percentage of the charge.  IT IS YOUR RESPONSIBILITY TO PAY ANY DEDUCTIBLE AMOUNT, CO-INSURANCE, OR ANY OTHER BALANCES NOT PAID BY YOU INSURANCE.

