HEALTHSTAR PHYSICIANS, P.C.
PATIENT INFORMATION SHEET

PLEASE PRINT

Date Home Phone
Patient

Last Name First Name Middle Name
Street Address City State
Zip Social Security Number

Sex (IMOF Age___.  Birthday

Osingle OMarried [OWidowed [lSeparated [IDivorcec

ARE YOU ALLERGIC TO ANY MEDICATIONS? [TYES [INO

Patient's Employer (if child, mother's name and employer)}

IF YES, WHAT ARE THEY?

Employer

Business Address

Spouse’s Name (i child, father's name and employer)

Occupation Phone

Employer

Business Address

Who is responsible for this account

Relationship fo Patient

Social Secusity #

Spouse’s Social Security #

Do you have Medical Insurance? [INO [JYES Ifyes,

Name of Primary Insurance Insured Name Birthday,
Contract # Group # Insured SS #

Name of Secondary insurance (if any) Insured Name Birthday
Contract # Group # Insured S8 #

{1 Medicare [} MedicaidiTennCare Claim 1D#

In case of emergency, whao should be notified? Phone

Have you ever been seen by a Healthstar Physician before? [JYES CNO If yes, which physician?

How did you learn of our practice?

Former Physician

ASSIGNMENT AND RELEASE

1, the undersigned, have insurance coverage with

and assign directly to

HEALTHSTAR PHYSICIANS, P.C.

Name of Insurance Company

all medical benefits, if any, otherwise payabie to me

for services rendered. | understand that | am financially responsible for alt charges whether or not paid by insurance. | hereby authorize the doctor to

release all information necessary to secure the payment of benefits.
§, the undersigned, authorize Healthstar Physicians or any agents

appoiniment, lab/diagnostics, billing and collection information.

I authorize the use of this signature on all my insurance submissions.
thereof, o notify me by telepheone answering machine, mali, etc. regarding

Signature of insured/Guardian

MEDICARE AUTHORIZATION AND RELEASE

I request the payment of authorized Medicare benefits be made either to me or on my behalf to

Date

HEALTHSTAR PHYSICIANS, P.C.

for any services furnished me by that physician. | authorize any holder of medical information about me o release to the Heaith Care Financing Administra-
tion and its agents any information needed to determine these bensfits or the benefits payable for refated services. | understand my signature requests that
payment be made and authorizes release of medical information necessary to pay the claim. If "other health insurance” is indicated in item 9 of the
HCFA 1500 form, of elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing of the informa-
tion to the insurer or agency shown. in Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the Medicare
carrier as the full charge, and the patient is responsible only for the deductible, coinsurance, and non-covered services. Coinsurance and the deductible

are based upon the charge determination of the Medicare carrier.

|, the undersigned, authorize Healthstar Physicians or any agents thergof, to notify me by telephone, answering machine, mail, etc. regarding

appointment, lab/diagnostics, billing and collection information.

Signature of Insured/Guardian

Date




Authorizations

L, hereby authorize the following individuals, other than myself, to receive information regarding my health care, lab/diagnostic
results, appointments, billing and collections.

Signature of Patient or Authorized Representative Date

I, hereby authorize Healthstar Physicians to submit a blood sample for HIV and or HBV testing as deemed necessary by my physician.

Signature of Patient or Authorized Representative Date



