
MIU Patient Information Form appointment date/time__________________ /________

patient’S name (laSt, firSt, m.i.) birthdate age

patient’S addreSS (Street, city, State, zip) Sex

home phone work phone cell phone email addreSS

Social Security no. primary care phySician referring phySician

medicare hic # iS inSured retired? retirement date patient’S work phone/ext.

SubScriber’S name (laSt, firSt, m.i) SubScriber’S birthdate relationShip to patient

SubScriber’S addreSS (Street, city, State, zip)

Secondary inSurance name Secondary inSurance (city & State) Secondary inSurance phone

contract number group Service code

primary inSurance addreSS (city & State) primary inSurance phone

SubScriber’S employer primary inSurance name

Secondary inSurance SubScriber name birthdate of Secondary SubScriber relationShip to inSurer

contract number group Service code

allergieS to

medication:

name of next of kin or emergency contact / relationShip to patient

next of kin or emergency contact’S addreSS / phone #

m_____     f_____

yeS_____    no_____

authorization to pay benefitS to phySician - i hereby authorize payment directly to the un-

dersigned physician of the Surgical and/or medical benefits, if any, otherwise payable to me for the services

described below but not to exceed the reasonable and customary charge for these services. “i under-

Stand the provider’S charge may exceed the private inSurance carrier pay-

ment, and if greater than Such payment, i will be reSponSible for that

amount.”

authorization to releaSe information - i hereby authorize the undersigned physician to re-

lease any information acquired in the course of my examination or treatment

aSSignment of benefitS

Signed (patient or parent if a minor)


