CEDAR PARK

Patient Information

Patients Name: Social Security #:

Date of Birth: Sex: Marital Status: ___________ Driver’s License:
Home Address: City: State: Zip:

Home Phone #: Work Phone #: Cell Phone #:
Employer: Occupation:

Work Address: City: State: Zip:

In Case of Emergency, Notify: Relationship: Phone #:
Primary Care Physician: Referred By:

Insurance Information

Primary Insurance: HMO [1PPO [1other Member ID#: Group #:
Subscriber Name: Social Security #:

Date of Birth: Relation to Patient:

Subscriber’s Employer: ([] Same as above) Work Phone #:

Claim Address: City: State: Zip:
Secondary Insurance; HMO 1PPO [10ther Member ID#: Group #:
Subscriber Name: Social Security #:

Date of Birth: Relation to Patient:

Subscriber’s Employer: ([] Same as above) Work Phone #:

Claim Address: City: State: Zip:

Is this a work related injury? [1yes [ no

*If the patient has an HMO insurance, a referral from the PCP is required to allow the patient to be seen by our surgeons. If the patient does
not have a valid referral at the time of the appointment, we will offer to reschedule the appointment until a referral is obtained or see the
patient on self pay basis.

Responsible Party Invitation (if other than patient)

Guarantor Name: Social Security #:

Date of Birth: Sex: MaritalStatus: ____ Driver’s License:
Home Address: City: State: Zip:
Home Phone #: Work Phone #: Cell Phone #:
Employer: Occupation:

Work Address: City: State: Zip:

Authorization To Pay Benefits To Physician: | authorize the release of medical or other information necessary to process health
insurance claims. | also request payment of benefits to myself or to my Provider, Alan R Abando, MD when he/she accepts
assignment.

Authorization To Release Medical Information. | hereby authorize my Provider, Alan R Abando, MD to release any
information necessary for my course of treatment.

Patient /Guardian (If Patient is a minor) Signature Date



