CARDIOLOGY ASSOCIATES OF BOCA RATON


Thank you for selecting our healthcare team!  We will strive to provide you with the best possible healthcare.  To help us meet all your healthcare needs, please fill out this form completely in ink.  If you have any questions or need assistance, please ask us we will be happy to help.

Personal Information

Date

Name

Birth Date:                                                                                            SS#

Male
     Female     Single     Married     Divorced     Widowed     Separated

Address

City





State/Prov.


Zip/P.C.

Employer




Occupation


Referred by

Contact Information

Home Phone #





Pharmacy Phone #  

Work Phone #


                                    Ext #

Cell Phone #





Email

Where do you prefer to receive calls?
 Home Number   Work Number
Cell Number   In writing

( O.K. leave message with detailed information               ( Leave message with call-back number only

Authorized person to be contacted about medical results:

Emergency Contact:                                                                           Relationship

Home#




Work#




Cell#
Insurance Information

Primary Insurance__________________________    Secondary Insurance:________________________

Name of Subscriber_____________________________  DOB:________________  SS#__________________

An Insurance card must be provided in order to bill your insurance; otherwise, payment is expected at time of service.
ASSIGNMENT OF BENEFITS

I hereby assign all medical/surgical benefits including major medical, private insurances, Medicare, and any other health plan to Cardiology Associates of Boca Raton.  The assignment will remain in effect until revoked by me in writing.  A photocopy is to be considered valid as an original.  I understand that I am financially responsible for all charges whether or not paid by said insurance.

SIGNED ______________________________________________________  DATE:_________________


