DR. JOHN M. YOUNG, M.D.
NEW PATIENT INFORMATION RECORD (PLEASE PRINT OR WRITE LEGIBLY) DATE

PATIENT INFORMATION
FIRST MAME ™" LAST MAME S DATE OF BIRTH | amE SOCIAL BECURITY NCL
LY | F
| SFREET ADDRESE T CODE CITY AMD STATE HOME PHOME N
PARENT INFORMATION {INSURED) .
FIRST MAME ] it LAST HAME | STREET ADDRESE CITY AND 5TATE TF CODE
1

DATE OF BIRTH BOICIAL SECLURETY MO MARITAL STATUS | DRAVER'S LCENSES HEME PHONE CELL FHOME

5 | [ | W | 2] |EEF

EMERGENCY CONTACT (MOT LIVING I THE BAME HOUSEHOLD} WITH A PHCNE HUMBER AND RELATIOMSHIP TO PATIEMT AMD ADDAESS

| EMPLOYER INFORMATION OF INSURED

EMPLOTER ADDRESS ZIF CODE FHOINE MO,

INSURANCE INFORMATION - PLEASE COMPLETE ALL APPLICABLE INFORMATION

PRIMARY INSURANCE COMPANY: ID/GROLP:
COMPLETE ADDRESS: PHONE NO:
POLCY HOLDER MAME: POLICY HOLDER D.0.8, CO-PaY:
POLICY HOLDER ADDRESS: PHOME MO
PARENTS MAME: PHOMNE NO.:

SEgE PHARMACY

PRIMARY CARE PHYSICIAN:

SIBLINGS

1. DoB AN
2. ROB

3. DOB

ALL PAOFESSIONAL SERVICES REMDERED ARE CHARGED TO THE PATIENT. NECESSARY FORMS WILL BE COMPLETED TO HELP EXPEDITE INSURANCE CARRIER
PAYMENTS. HOWEVER, THE PATIEMT IS AESPOMSIBLE FOR ALL FEES REGAADLESS OF INSURANCE COVERAGE. IT 1S ALSO CUSTOMARY TO PAY FOR SERVICES
WHEM REMDERED LNLESS OTHER ARRANGEMENTS HAVE BEEN MADE iN ADVANCE WITH OUR OFFICE BEOOKKEEFER.

| reqquest that paymant of suthorlzad Madicare ! Giher Insurances sompany banslide be made sither to me or on my behalf to JOHN M, YOUNG, M.O. for apy saervice
furnishad me by the party who sceepts assignment/physician. Regulations persining to Medicare assignment of benefits apply.

I stivorize sy holder of medical or ether information abaut me to releass to the Social Seeurity Administration and Health Cara Financing Admindstration or s intermediares
or carrler oF any other insursnse eampany any infarmatisn nesded for this or related Madicars/Othar Insarrance company ¢laim.

I understand my sSgratune requesds that peyment be mada and authorlzas redease of madical Information necassary 1o pay tha clalm. o item B of the HOR&-1500 claim form
is compléted, vy signatwre authorizes releasing of the informaticn 1o the insurar or agency shown. In Medicare/Cther Insurance compamy assigned cazas. the physician or
supplier agrees to accapt the charge defermination of the Madizera/Other Insurence company a8 the full cherge, and the patient is responsibla anly for the deduatible,
coinsurance, and nonstvered services, Coinsurance and the deductible are baged upan the charge detarminatien of the Medicare/Cther Insurance comgsny,

SIGNATURE i DATE ) AR




