PATIENT INFORMATION FOR DR. PARADOA

❑ Mr.
❑ Mrs.
❑ Ms. 




Last Name:________________________ First Name:_______________________

Address:___________________________________________________________

City:________________________________   State:_________ Zip:___________

Home Phone:(_____)______-________Work/Cell Phone:(______)______-______

Social Security #: _______-_____-________ Date of Birth: _____/_____/_______ Age:_______  Spouse/Partner: _________________________________________

Emergency Name:___________________ Emergency Phone:(____)_____-______

Name of Primary Physician: ___________________________________________ 

Primary Insurance: ___________________________________________________________

Policy #: ______________________________ Group #: _____________________________

Secondary Insurance: _________________________________________________________

Policy #: ______________________________ Group # : _____________________________

Referred By: ❑ Referring Physician ___________________________________


 ❑ Preferred Provider Handbook

❑ Wound Healing Center

❑ The Real Yellow Pages Telephone Book

❑ The Talking Phone Book

❑ Word of Mouth

❑ Other ______________________________

*****LIFETIME INSURANCE AUTHORIZATION NOTICE*****

I certify that the information given by me in applying for payment under Title XVII of the Social Security Act is correct. I authorize any holder of medical (or other information about me)to be released to the Social Security Administration or it’s intermediaries or carriers and any information needed for this or any related  medicare claim. I request that the payment of authorized benefits be made on my behalf. I assign the benefits payable for physician services to the above physician. I authorize such physician to submit a claim to medicare (or any other governmental agency) for payment for those who accept assignment. For non-medicare patients this applies for private insurance coverage as well. I further understand that I am responsible for any services not covered by my insurance policy and that this is not limited to just co-pays and deductibles. 

****************************************************************************************

Patient’s Signature ______________________________________

Date _____/_____/_____

Guardian Name ______________________________ Relationship ____________________

Guardian Signature __________________________________ Date _____/_____/_____

