 (
How did you hear 
about us?
□
Newspaper
□
Internet/website
□
Insurance referral
□
Family/Friend
)		[image: C:\Documents and Settings\lwood\Desktop\Graybill Logo.4c.gif]

	PATIENT  INFORMATION

	NAME(Last, First, Middle)
	RACE
	SSN#
	BIRTHDATE
	LANGUAGE
	SEX

	LOCAL ADDRESS

	CITY,STATE,ZIP
	REFERRING PHYSICIAN
	SECONDARY/BILLING ADDRESS (if applicable)


	HOME PHONE
	DAY PHONE
	EMAIL ADDRESS
	PRIMARY CARE PROVIDER
	CITY, STATE, ZIP


	  MARITAL STATUS
	STUDENT STATUS
    Full-Time        Part-Time
	VETERAN(Y/N)

	SMOKER(Y/N)
	EMERGENCY CONTACT
	HOME PHONE                  DAY PHONE

	PRIMARY EMPLOYER
	SECONDARY EMPLOYER (if applicable)

	ADDRESS
	ADDRESS

	CITY, STATE, ZIP
	CITY, STATE, ZIP

	WORK PHONE
	WORK PHONE

	RESPONSIBLE  PARTY  INFORMATION  (If different than above)
	

	NAME(Last, First, Middle) 
	SSN#


	

	LOCAL ADDRESS

	CITY,STATE,ZIP
	BIRTHDATE
	LANGUAGE
	SEX

	HOME PHONE
	DAY PHONE 

	SECONDARY/BILLING ADDRESS (if applicable)


	  MARTIAL STATUS
	STUDENT STATUS
    Full-Time        Part-Time
	EMAIL ADDRESS
	CITY, STATE, ZIP


	RELATIONSHIP TO PATIENT

	
	VETERAN(Y/N)

	SMOKER(Y/N)
	PRIMARY CARE PROVIDER
	HOME PHONE                  DAY PHONE

	PRIMARY  INSURANCE	

	NAME OF INSURANCE COMPANY
	POLICY #

	

	NAME OF INSURED

	GROUP #


	ADDRESS OF INSURANCE COMPANY
	COPAY AMT
                                                    $

	CITY,STATE,ZIP

	PHONE


	RELATIONSHIP TO PATIENT

	EFFECTIVE DATE

	DEDUCTIBLE                             $


	SECONDARY  INSURANCE  (If different than above)	
	
	EXPIRATION DATE


	NAME OF INSURED
	GROUP #

	

	ADDRESS OF INSURANCE COMPANY
	COPAY AMT
                                                    $

	CITY,STATE,ZIP

	PHONE


	RELATIONSHIP TO PATIENT

	EFFECTIVE DATE

	DEDUCTIBLE                             $


	
	
	



FINANCIAL POLICY: Payment in full or copayment is expected at the time of service. Services provided which are not covered benefit of your health plan will be you responsibility.
CONSENT TO TREATMENT/RELEASE INFORMATION: I grant Graybill Medical Group, Inc. to administrate medical treatment and perform medical procedures as deemed necessary. I authorize the release of medical information to my insurer, or the insurer’s agents to process my payment for service. To the best of my knowledge, all information above is true and correct. ASSIGMENT OF BENEFITS: thereby assign all benefits payable by my insurance company to Graybill Medical Group, Inc.

													
SIGNATURE OF PATIENT/GUARDIAN 					DATE
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