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Name:










( Male        ( Female




Last


First


Middle 



If Minor, Name of Parent or Responsible Party:









How Do You Plan to Pay for this Visit?

( Check
( Cash
( Credit Card


Address: 










Apt No: 


City: 






State: 




Zip: 



Minor’s Date of Birth:           /         /                   Age: 
    

 


             

Mo          Day            Yr




Social Security No:





Occupation: 






 (of responsible party)
(of responsible party)

Driver’s License:





 
Employer:  






Telephone:  Home:  (          )




Daytime: (          )







 Cell:  
 (           )




Email: 





Whom Shall We Thank For Referring You?: 









[image: image1]
Emergency Contact: 

            
Relationship: 

Telephone: (       )                       .

AUTHORIZATIONS: 

May we send other specialists a report of our findings?  




( YES 
( NO

Do you authorize the discussion of your case or diagnosis with your immediate family?
( YES 
( NO

BILLING POLICY: PAYMENT IS EXPECTED AT THE TIME SERVICES ARE RENDERED, unless special arrangements for payments have been made prior to services. We do not accept insurance for payment of services.  I understand that I will be fully responsible for any outstanding balance and that I will be charged a 33% collection fee if my balance is 90 days overdue. 

I have read the above policy and understand my financial responsibility.

Date:





Signature:






02/2003













Personal Physician:					 





Address:						 





							





Telephone:	(	)				








Referring Specialist:					 





Address:						 





							





Telephone:	(	)				








