
CAREPoiNTE 

EI\R, No...E, T~mOAl & SiNUS (E~TFfl 


L / DATE-,-_ ACCOUNTNUMBi TlI 
I I 

I 
MARITAL STATUS 

,J Male :J Female ::.J Married -' Single -' Widowed .::l Divorced -' Separated 

EMPLOYER I EMPLOYER PHONE NUMBER ICELL NUMBER 

HAS ANYONE IN THE FAMILY BEEN SEEN HERE BEFOR[? -' YES .J NO E-MAIL ADDRESS 

ADDRESS cn)' STATE. ZIP CODE E-MAIL ADDRESS 

DATE OF BIRTH EMPLOYER EMPLOYER PHONE NUMBER 

NAME SOCIAL SECURITY PHONE NUMBER CELL NUMBER 

ADDRESS CITY. STATE. ZIP CODE E MAILADDRESS 

DATE OF BIRTH EMPLOYER EMPLOYER PHONE NUMBER 

SPOUSE INFORMATION - IF MARRIED 

NAME SOCIAL ECURITY IPHONE NUMBER 

ADDRESS 

DATE OF BIRTH 

CITY STATE, ZIP CODE 

EMPLOYER 

e-MAIL ADDRESS 

EMPLOYER PHONE NUMBER 

POLICY HOLDERS NAME DATE OF BIRTH EMPLOVER 

SECONDARY INSURANCE COMPM~ Y NAME POLIC Y NUMBER GROUP NUMBER 

POLICY HOLDERS NAME I D, NUMBER EMPLOYER 

REFERRED BY ADDRESS PHONE NUMBER 

FAMI LY DOCTOR ADDRESS PHONE NUMBER 

PLEASE CONTINUE ON REVERSE SIDE R .110~ 



WE HEREBY CERTIFY THAT : 
1. 	I autllor ze treatment of the person l1am d a ove and agree t I)a~· all fees and cl18rges fOI· SLJch ' reat.rne!1t. I agree ~o pay al l ci18rges sllown LJ statements. 

"lrOrTlp Iy upon presenlme 11. unless credit 8rrangem1l11ts a e agreed .Jpon W'!··, the ':iff ce . 

2. 	 ! IlerebyauLhorize Ille assignment (1f any InSlirance ber-efits and agree be habl~ fOI \:Ile pa}rnenl or a I 'neolcal se v.ces lot paid by Insurance r ther 
benefits . In additIOn to lhe balance err due and oWing. I agree to pa\' al collection costs a~l reasonable attorney fees w, tile e"ent this account Is tlll:1ed over 
to our a torneys for collection . all WI nout relle from valuatio I and appral5erner- laws 51,Quld I fal to pay '1ny amounts Wing r ot paid b insurance or other 
beGefi!s. 

3 . I ilutnorize transler of the above Information to Care pOinte (In lhe event audiol gical services are needed. ) 

4 . I aul'1orize Carepointe to re i a5e illlY medical or lher Information ecessary to process lalms. 


- I utMrize Care inte to send apoointm Ilt remir-der postcards througll n;gul3r U.S. ail to addresses prowJed. 


G. 	 I authorize Carepoillte to leave general messages at any ohare hllmbers 0: 0 :1 answenng machines. voice mRlls or e-ma' i addresses tha are provided. 

7. 	 I autll r.7 Carepointe to diSC JSS protected fl eaU;l Illformalioll to liltC follow;ng personisi· 

8 . ! _lI1derstand lhall IV II be cllarged a S25.00 nll sed appoin nlent fee If I on not give Carepol'lle 24 hours aOVnl1cea nOl'ce 0 cancellation . 

DA.TE SIGNATU E OF RESPONSIB LE PiI,RTY 	 RELA.TlON ,0 PATIENT 

MEDICARE BENEFICIARIES 


STATEMENT TO PERMIT PAYMENT OF MEDICARE BENEFITS TO 

PROVIDER, PHYSICIANS AND PATIENTS 


NAME OF BENERCIARY 	 HICN 

I request that payment of autlloriz d Medicare benefits be made to either me or on my bell alf for any services furnished to me or 
in Carepointe, inc luding physician services . I authori ze any holder of medical or other Information about me to release to the 
Health Care Financing administration and Its agents any information needed to determ ine these benefits or benefit re lated 
services. 

SIGNATUR E OF BENEFICIARY 	 DATE 

STATEMENT TO PERMIT PAYMENT OF MEDICARE BENEFITS TO 

PROVIDER, PHYSICIANS AND PATIENTS 


NAME OF BENERCIARY HICN 	 MEDIGAP PO LI CY N MBER 

I request that payment of authorized Medigap benefits be made to either me or on my behalf to Carepointe for any services • 
furni shed me I)y that physician/ supplier. I auUlorize any holder of medical or other information about me to release to my 
Medigap Insurer any information needed to determine these benefits or the benefits payable for related services. 

SIG ATURE OF BENEFIC IARY 	 DATE 


