WWFP/WWMEO
PATIENT INFORMATION FORM
In order to file insurance and bill correctly for your service today we will need the following information.
Please show your insurance card to the receptionist.

CIRCLE ONE: NEW PATIENT PATIENT CHANGE FAMILY CHANGE
Have you been in before? __Yes _ No

PLEASE PRINT INFORMATION

Patient Name:

LAST FIRST MIDDLE I.
Address:

STREET/APT# CITY STATE/ZIP
Hm. phone: Cell phone: Work/other phone:
Date of Birth: SSH: Sex: F__ M E-mail:
Employer:
Primary Care Physician:
Patient Race: Ethnicity:
__AA-Black or African American __ 01 —Hispanic or Latino
__Al - American Indian or Alaska Native __ 02 — Not Hispanic or Latino
__AS-Asian __ 03 = Unknown
__HP- Hawaiian or Other Pacific Islander What is your preferred language?
__ WH-White __English ~__ Spanish ~ __ Other

__OR-Other Race

PRIMARY HEAL TH INSURANCE INFORMATION
Insurance company name:

Policy #: Group #: Effective date:
Insured name: Insured SS#
Insured address & phone:

STREET/APT # cITY STATE/ZIP PHONE
Insured date of birth: Insured employer:

Employer address & phone:

STREET cITY STATE/ZIP PHONE
Insured relationship to patient:
SECONDARY HEALTH INSURANCE INFORMATION
Insurance company name:

Policy #: Group #: Effective date:
Insured name: Insured SS#
Insured address & phone:

STREET/APT # CITY STATE/ZIP PHONE
Insured date of birth: Insured employer:

Employer address & phone:

STREET CITY STATE/ZIP PHONE
Insured relationship to patient:
Please complete responsible party information if different from person who carries primary insurance.
Responsible party name:

LAST FIRST MIDDLE I.
Responsible party address & phone:
STREET/ APT# CITY STATE/ZIP PHONE
Date of Birth: SS#: Relationship to patient:
Employer:
Employer address & phone:
STREET cITY STATE/ZIP PHONE

PLEASE COMPLETE BACK OF FORM ->



ONE TIME AUTHORIZATION

In order to submit a claim for payment directly to your provider for services covered under your policy,
we must have your authorization to release medical information to your insurance carrier.

MEDICARE PATIENTS ONLY
Name of beneficiary (Self):
MEDICARE #

I request that payment of Medicare benefits be made either to me or on my behalf to the above named provider
of services for any services furnished to me by provider. | authorize any holder of medical information about
me to release to the Health Care Finance Administration and its agents the information needed to determine
these benefits of the related services.

I hereby authorize Medicare to furnish to the above named physician any information regarding any Medicare
claims under Title XVI1II of the Social Security Act.

COMMERCIAL INSURANCE

I hereby authorize release of information necessary to file a claim with my insurance company and assign
benefits otherwise payable to me to the physician indicated on the claim.

I UNDERSTAND I AM FINANCIALLY RESPONSIBLE FOR ANY BALANCE NOT COVERED BY MY
INSURANCE CARRIER.

A copy of this signature is as valid as the original.

Patient/Patient Representative Signature Date

PLEASE GIVE COMPLETED FORM TO THE RECEPTIONIST




