NAME: S5 #

Last Foeni Mdmie
SEX M F BIRTHDATE / /! AGE
MARITAL STATUS 5 (%] i) W SPOUSE'S NAME
ARE YOU A PERMAMNENT RESIDENT OF FLORIDAT YES MO
IF NO, WHAT MONTHS ARE %WOU AESIDING IN FLORIDA? FROM TO
DRIVER'S LICENSE # STATE
PERSOM RESPONSIBLE FOR PAYMEMNT:
i b
Sl ity Staig 2p Praas
ERMANENT AD I_.I -
i b
Samat Gity Siaie Zip Prams

'PLEASE INDICATE INSURANCE CARRIERS BELOW (FRIMARY #1, SECONDARY #2)

— MEDICARE NUMBER #

Ara you retired? YES M MEVER EMPLOYED
If 5o, Date of Rotiremant

bylcan LY B
It maver amplayad, your Spouse’s Date of Retiremant:
M"Y Dar
- BLUE CROSS/BLLUE SHIELD OF I.D.w
MName af Subscrlier GROLUP »
Address: Phaone:
— DOTHER INSURAMCE COVERAGE
Marme af Subscribier I.0.w
Address: Phone:
— MEDICAID & EFFECTIVE DATE
| DO NOT HAVE INSURANCE COVERAGE.
“ARE YOU EMPLOYED? YES MO
Work
EMPLOYER'S MAME; Phona:
Address:
Are you coverad by your employer’s insurance? YES NO
REFERAED BY: FAMILY PHYSICIAN:
Address: Address:

Hame: Mamea:
Addrass: Addrass:
Phiana: Phone:
Relationship: Relationship:
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LIFETIME INSURANCE ASSIGNMENT

| authorize any holder of medical or other information about me 1o release to the Social
Secunty Adminstration and Health Care Financing Administration or its intermediaries or
carriars, or to the billing agents of my insurance companies listed or to my employer if this is
a Worker's Compensation claim, any information, including retirement dates, needed for this
ar a related insuranca or Madicare claim, | permit a copy of this authorization to be used in
place of the orginal, and reques! payment of Medicare insurance benelits aither to myself or
1o the party who accepls assignmeant.

| understand that | am responsible for paymant of this account which includes all
outstanding balances not covered by Medicare and’or insurance companies. | understand
that & credit report may be obtained and reviewed. | understand that a billing charge of 1%
per month will be added to my account it my payment is not received within 30 days of
appeiniment. | agree 1o assume any necessary attorney or legal fees involved with
collection of this account, should it become delinguent (60 days).

Patient's Signature Date

I have been allowed to read the “Notice of Privacy™ for the office of Edward L. Davis, D.O. |
understand that | may request a copy of this document,

Patient's Signature Date
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