Palmetto Cardiology Associates, PA
(Please Print Clearly)
Date: ____________________________Referring Physician:________________________________________                                                              Doctor to be Seen Today:_____________________________________________________________________
Patient Name:  __________________________________________ Date of Birth: _______________________

Address:   _________________________________________________________________________________

 _________________________________________________________________________________________
Mailing Address if different: __________________________________________________________________
 _________________________________________________________________________________________
Home Phone: ____________________________Marital Status: ________________ Gender:_______________

Social Security Number:  _____________________________________________________________________
Place of Employment:  _______________________________________________________________________
Employer Address: __________________________________________________________________________
Work Phone: ___________________________Cell Phone:_________________Email:____________________

Drivers license No.:_______________________________________State:______________________________

Contact in case of Emergency:  _____________________________ Phone:  ____________________________

Spouse’s Name:______________________________________Spouse’s Date of Birth:____________________

Spouse’s Social Security Number:_______________________ Employer: ______________________________

Employer Phone: ___________________Employer Address:_________________________________________

__________________________________________________________________________________________

Insurance Information

Primary Insurance Information

Company:  ________________________________________________________________________________

Policy Number: _____________________________________ Group Number:__________________________

Insured Name:  _____________________________________  Insured SSN:____________________________  Insured DOB:  ______________________________________ Insured Employer:________________________

Relationship to Patient: _______________________________ Insurance Phone:  ________________________
Claims Mailing Address: _____________________________________________________________________

_________________________________________________________________________________________
Secondary Insurance Information

Company:  ________________________________________________________________________________
Policy Number: ____________________________________ Group Number:  __________________________

Insured Name:  _____________________________________ Insured SSN:   ___________________________

Insured DOB:  _____________________________________  Insured Employer: ________________________

Relationship to Patient:  ______________________________ Insurance Phone: _________________________

Claims Mailing Address:   ____________________________________________________________________

__________________________________________________________________________________________

It is your responsibility to pay any deductible amount; patient’s cost share or any other unpaid balance not paid for by your insurance when we file insurance for you.  If this account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to reasonable attorney’s fees and the cost of collection:

I hereby assign all medical and/or surgical benefits to which I am entitled to Palmetto Cardiology Associates, PA to include Medicare, private insurance and other health plans.

I hereby authorize Palmetto Cardiology Associates, PA to release all information necessary to secure payment for its services rendered to me and to release information requested by my insurance company, other physician offices, hospital or worker’s compensation carriers.  Further, I authorize Palmetto Cardiology Associates, PA to secure any of my medical information from other physician offices and hospitals such as would be necessary in the provision of their care to me.

I also hereby understand that physician care transfer within Palmetto Cardiology Associates, PA is prohibited.
Patient Signature: _______________________________________________________________________Date:_____________________________
