Heritage Valley Health System

H V Medical Group HV Peds HV OB/Gyn
PATIENT INFORMATION
NAME: LAST FIRST MIDDLE INITIAL SEX BIRTHDATE
ADDRESS STREET CcIty STATE ZiP SS# MARITAL STATUS

S M W Sep Div

HOME PHONE #: CELL PHONE # OCCUPATION CIRCLE ONE
() ( ) FT PT RET NOT EMPLOYED
EVIAIL ADDRESS!:
RACE (MARK ONE) ETHNICITY (MARK ONE)
{1 American / AK Indian O Black / African American O Not of Hispinic Origin
[0 Asian/Pacific Isiander O Hispanic 0 Hispinic Origin
O White 1 Unknown/Decline O Unknown/Decline
Will patient be best served in a language other than spoken English?: NO YES If yes, please specify

TELEPHONE # ARE YOU A STUDENT?

() YES NO Part time Fuli Time

EMPLOYER OF NAME OF SCHOOL ADDRESS

SPOUSE, PARENT, OR GUARDIAN INFORMATION (IF UNDER 18, NAME OF PARENT WITH WHOM YOU RESIDE)

NAME:  LAST FIRST MIDDLE INITIAL SEX BIRTHDATE
ADDRESS STREET Ty STATE P TELEPHONE #  RELATIONSHIP TO PATIENT

() SPOUSE PARENT OTHER
ss# EMPLOYER NAME AND ADDRESS EMPLOYER TELEPHONE #

INSURANCE INFORMATION #¥4*p| EASE HAVE CARDS READY FOR STAFF TO COPY****

NAME OF PRIMARY INSURANCE CO. RELATIONSHIP TO PATIENT:

o SELF o CHILD

o OTHER

o1 SPOUSE

INSURED'S NAME (SUBSCRIBER OF INSURANCE) BIRTHDATE

ID # or AGREEMENT # GROUP # EFFECTIVE DATE

AMOUNT OF CO-PAY FOR OFFICE VISITS AND SPECIALISTS VISITS

NAME OF SECONDARY INSURANCE CO. RELATIONSHIP TO PATIENT:

o SELF o SPOUSE o CHILD
INSURED'S NAME (SUBSCRIBER OF INSURANCE) BiRTHDATE o OTHER
1D # or AGREEMENT # GROUP # EFFECTIVE DATE
DO YOU HAVE OTHER INSURANCE THAT WILL PAY THIS ACCOUNT? o AUTOMOBILE o OTHER

o Workers Comp 0 NONE

EMERGENCY CONTACT

PLEASE NAME A PERSON WHO DOES NOT LIVE WITH YOU, TO CONTACT [N CASE OF AN EMERGENCY OR IN THE EVENT WE ARE
UNABLE TO REACH YOU.
TELEPHONE # - HOME- ()

NAME/RELATIONSHiP TELEPHONE # - WORK-{ )

I hereby assign all medical and/or surgical benefits, to which I am entitiled, including Medicare, private insurance, and other health
plans to H V Medical Group, H V Pediatrics, or HV OB/Gyn, as noted above. This assisgnment will remain in effect until revoked
by me in writing. A photocopy of this assignment is to be considered as valid as an original. 1 understand that | am financially
responsible for all charges whether or not paid by said insurance. | hereby authorize said assignee to release all information
necessary to secure payment.

Signed: DATE:

PATIENT OR RESPONSIBLE PARTY



