FPATIENT INF OEMATION
FPLEAGE PRINT

Last:

First:

I I Mrs

Mailing Address:

City

St

A

Social Security #:

Date of Birth

Ane;

S

Uriver License #;

St

Home Phone

Email Address:

Employer:

Employer
Address:

Wiark Phone

Spouse:

Employer

Fhone#:

Emergency Contact:

Matne:

Relationship:

Whark

Fhone#:

Name of Primary Care Physician?

YWWho referred wou to this office?

Last:

RESPONSIELE PARTY/GUARDIAN:

First:

M It Iirs

tailing Address:

ity

St

p:

Felationship:

Employer

Wark

Fhone#:

I authorize this medical practice to disclose medical information including medical test results. prescription information,
and appointment verification on my voicemaillanswering machine or to an immediate family member such as a spouse,
parent, child or guardian.

YES:

Initial & Date

NO:

Initial & Date

THE RECEFTIONIST WILL MAKE A COPY OF YOUR INSURANCE CARDS

You must have available vour most conrent msurance cards at every visit.

We are required by law to maintain the privacy of your protected health information and to inform you of our legal duties
and privacy practices with respect to your protected health information. The notice describing how we may use and

disclose this information is available to you upon request,

ASSIGNMENT OF INSURANCE BENEFITS: | directly assign all medical/surgical benefits to Cynthia S. Bailey, M.D. or

Geetinder Chattha, M.D. and understand that | am financially responsible for all fees incurred including copays.
deductibles, co-insurance, or any other balances not paid by my insurance regardless of the reason. Questions
regarding fees should be addressed before procedures are performed. | hereby authorize the office to release all

information necessary to secure payment of benefits. | further agree that a photocopy of this agreement shall be as
valid as the original.

Sionature

Diate:




