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Wellness Centre TR

Patient Information

Date: / / Phone # -

Name: Email:

Address:

City: State: Zip:

Social Security Number: - - Date of Birth / /

Sex: [ [Male Marital Status: [ ] Married [ 1Single [ 1Widowed
[ 1Female [ 1Separated [ ] Divorced

Occupation: Employer:

Employer Address: Employer Phone: -

Spouse/Partner Name: Spouse/Partner Date of Birth: / /

Spouse/Partner Phone: - Spouse/Partner SS #: - -

Spouse/Partner Employer:

Whom may we thank for referring you?

Insurance Information (please provide copy of card to receptionist)

Responsible party: Relationship to Patient:
Insurance Co.: Group #:
Date of Birth: Jliitny Social Security #: - -

Is the patient covered by additional insurance? [ 1Yes [ ]No

Insurance Co.: Group #:

RELEASE

I, the undersigned, authorize the Dr. and his staff to release any information deemed appropriate concerning my physical condition to any
insurance company, claims adjuster, case nurse, claims reviewer, employer, health care provider or attoney in order to process any claim for
reimbursement or charges incurred by me as a result of professional services rendered and hereby release him/her of any consequences
thereof. | agree that a photostatic copy of this agreement shall serve as the original.

Responsible Party Signature  Relationship to Patient

ASSIGNMENT AND RELEASE
|, the undersigned, certify that | (or my dependent) have insurance coverage with and assign
directly to Dr. all insurance benefits, if any, otherwise payable to me for services rendered. | understand that | am

financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release all information necessary to
secure the payment of benefits. | authorize the use of this signature on all insurance submissions.

Responsible Party Signature Relationship to Patient




























