WELCOME TO IMMEDICENTER TODAY'S DATE

Receptionist Initials

METHOD OF PAYMENT: CASH CHECK VISA AMEX MmC DISC.
Circle if injury was related to an accident:  Work-Related ~ Auto Accident Other  Date of Injury:
r PATIENT INFORMATION
Patient Name Social Security #
Last First Middle
Address Apt # Resp. party if patient is a minor
City State Zip E-mail
Home Phone CelllPager.
Date of Birth Age Sex M F How did you hear about Immedicenter
PATIENT EMPLOYER INFORMATION
Employer Name Work Phone Ext:
Address Occupation
City State Zip
Spouse’s Name Date of Birth SS#
Spouse's Employer Spouse's Employer Phone #
Emergency Contact Emergency Contact Phone 1 Work #
PRIMARY HEALTH INSURANCE INFORMATION
Insurance Company IDi# Group # CoPay §
Insurance Address City State Zip

Name of Insured

Relationship to Patient

Date of Birth of Insured

Insured's SS# Primary Care Physician

This office does not submit to any secondary insurance carriers. Medicare will forward to some Secondary Carriers. This is for informational purposes only!

Is the patient covered by additional insurance? ~ Yes No Second Insurance Co
Insurance Address City Stale Zip
ID# Group # CoPay Amount $

Assignment and Release: |, the undersigned, certify that | [or my dependent] have insurance coverage with the above named insurance carrier[s] and assign directly to
Immedicenter all insurance benefits, if any, otherwise payable to me for services rendered. | understand that | am financially responsible for all charges whether or not
paid by insurance. | hereby authorize the doctor to release all information necessary to secure the payment of benefits. | authorize the use of this signature on all
insurance submissions.

| also agree to pay all collection, court costs and attorney fees accrued during the collection of this account.

| certify that the above information is comrect to the best of my knowledge. | will not hold my doctor or any members of his/her staff responsible for any errors or
omissions that | may have been made in the completion of this form.

Signature Printed Name and Relationship to Patient Date
“Please note that when both parents have insurance, dependent children's primary coverage is the parent's whose birthday comes first in the calendar year."



Date of Visit: Patient Information for Initial Accident Report & Work-Related Visits Receptionist initials:

Employer Name: Employer Phone:

Address: Employer Fax:

City: State: 2ip: Authorized by:

Employer Insurance Company: Insurance Phone:

Claims Adjuster: Insurance Fax:

Addrass: o Policy Number:

Gity: State: Zip: Claim Number: R
Patient's Name: Phane: Cell [Pager:

Addrass: . - Cily ~ _ State: Zip:

Social Security: Date of Birth: Age: Sex. [ |M [ ]F

If patient is a minor, please indicate parent or legal guardian: —

Emergency Contact: . Phone: Relationship to Patient:

Address: City: _ State:____ Zipm__
Patient's Health Insurance Carrier: 1D# CoPay:

Insurance Address: City: State: Zip:

Name of Insured: _ Relationship to Patient: SS# of Insured: Primary Care:
Dateoflnjury_____________ ApproximateTime ____ Patient'sShifttime _____ Patient's work # o

Par[s] of body injured ___ .

Naiure of the problem [i.e. cuts, bruises, efc ]

Describe the injury and how it occurred

Were there any witnesses to this episode? [ |Yes [ | MNo If yes, who?

Have you already received treatment for thisinjury? [ ]Yes [ ]No If yes, where and what type of treatment? —

In the past, have you injured the same part of the body? [ ] Yes [ ] No Please describe if the answer is yes:

Job Title and Responsibilities:

Do you use any personal protective equipment at work [i.e. steel boots, hearing and/or eye protection, respirator]? [ | Yes [ ]No Describe:
If you wear personal protective equipment at work, were you wearing it at the time you were injured? [ 1VYes [ ]No
Do you work with any hazards? [ ] Yes . ]No If yes, please specify:

I hereby authorize Immedicenter to release all information including , without limitation, initial accident report , diagnosis, records of treatment rendered to me, 1o my employer and/ or my
employer's Workers Compensation carrier, as required for reimbursement purposes.

| centify that all of the information | provided is accurate to the best of my knowledge.

In the event that my employer denies autharization for treatment, | hereby acknowledge and understand that | am responsible for all medical services rendered to me at Immedicenter. If the
patient ts a minor, his/her guardian should sign below.

Signed: Date:




