Gut Whisperer, PC




                              Date: ___________________________
Patient’s Name: ____________________________________________ Sex:   M      F     SSN: __________________________________
Date of Birth: ______________________________           Age: _______________                  Marital Status:      M      S      D      W
Race: American Indian or Alaskan Native

Ethnicity:  Hispanic

Language: ___________________________

           Asian     Black    Caucasian   Other


   Non-Hispanic

           Pacific Islander     Declined


                    Declined

Address: _____________________________________________________  City: ______________________  Zip Code: ___________

Home Telephone:  _________________________________                       Employer Telephone:  _______________________________
Cell Phone: ______________________________________             Employer: ______________________________________________  

Spouse’s Name: ___________________________________________________   Spouse’s Work Telephone: ____________________

Referring Physician: _________________________________________________Office #:  ___________________________________

Pharmacy: _________________________________________________ Pharmacy Telephone: _______________________________

Primary Insurance:  ___________________________________________ Name of Insured: __________________________________

Policy or Contract#: ______________________________________________ Group #: _____________________________________

Insured Employer: ___________________________________________________ Employer Telephone: _______________________

Insured’s relationship to patient: _________________________________________ Insured’s D.O.B: __________________________

Insured’s Social Security Number: ________________________________________________________________________________
Secondary Insurance: _________________________________________ Name of  Insured: __________________________________
Policy or Contract#: _______________________________________________ Group #: ____________________________________

Insured Employer: ____________________________________________________ Employer Telephone: ______________________

Insured’s relationship to patient: _________________________________________ Insured’s D.O.B: __________________________
Insured’s Social Security Number: ________________________________________________________________________________
****PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY BEFORE SIGNING****

If you are scheduled for a procedure at a hospital or surgical center, you will receive TWO BILLS; one from your physician and one from the facility where your procedure is performed.

1.  I agree that I am responsible for this debt regardless of my insurance coverage and I agree to pay any unpaid balance in full.
2.  In the event that I do not cancel my appointment within 24 hours I will be charged a $75.00 NO SHOW FEE.
3.  In the event that my account is not paid as agreed and becomes delinquent, I agree to pay a collection agency.

4.  In the event that it is necessary to commence legal action to collect this bill, I agree to pay reasonable attorney fees and court costs.

5.  If any portion of the providers services are disputed, I agree to submit myself to arbitration and will pay the cost of doing so.

6.  I authorize the release of any medical or other information necessary to process this claim.

7.  I authorize payment of medical benefits to the undersigned physician or supplier for the services described on any claim form.
SIGNATURE: ______________________________________  WITNESS: ________________________________________
