
PT ACCT #

PATIENT INFORMATION

PLEASE PROVIDE RECEPTIONIST WITH YOUR INSURANCE CARD(S)
ANDA VALlDPHOTOID

Patient Name Sex: Male Female Date of Birth

SSN: Marital Status: Married Single Divorced WidowlWidower

Street Address

City, State Zip

Mailing Address (if different from above)

Home ( ) Cell ( ) Work: ( ) Ext_

Emergency Contact Phone (Other than your home #)

Who is your Primary Care Doctor? Phone:

Employed by: Phone

PRIMARY INSURANCE

Insurance Company Policyholder's Name

Policyholder's Date of Birth Policyholder's SSN

ill Number Group Number

Patient relationship to Insured: Self Spouse Child Other

SECONDARY INSURANCE

Insurance Company Policyholder's Name

Policyholder's Date of Birth Policyholder;s SSN

ill Number Group Number

Patient Relationship to Insured: Self Spouse Child Other

With this signature, I hereby allow Atlanta Heart Specialists to release medical infonnation from my patient chart to my insurance
company(ies) for the purpose of obtaining payment for medical services. My signature also assigns insurance benefits directly to
Atlanta Heart Specialists. I understand that regardless of insurance, I am responsible for payment of fees for medical services rendered.
Further, I understand that a verification of provider or member eligibility with a health plan or description of benefits is not a guarantee
of payment.

Patient

Signature Date,
If Patient is a minor or an incapacitated adult, signature must be that of either the parent or
legal guardian)




