ADMINISTRATIVE / INSURANCE / PAYMENT INFORMATION

1. PATIENT INFORMATION

NAME (First) (Middle) (Last) DATE
ADDRESS cITYy ST ZIP

BIRTH DATE Sex OmOF SEXATBIRTHOMOF  MARITAL STATUS O Married O Single O Other
SSN# - - EMPLOYMENT STATUS O Full-time O Part-time O Retired O Other O Student
PHONE Home Work Cell EMAIL

EMPLOYER PHONE

EMERGENCY CONTACT Name Phone Relationship

WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?

HOW DID YOU HEAR ABOUT OUR OFFICE? (If NOT an above referral) [0 Newspaper Ad [0 Online Search/Website
O Outside Event [ Social Media Ad [ Social Media Post [ Oak Creek Fitness Member [J Other

2. ACCIDENT INFORMATION

ISYOUR CONDITION DUE TO AN ACCIDENT? [ YES O NO DATE OF ACCIDENT
If YES, type of accident? O AUTO OWORK O OTHER

CLAIM# INSURANCE CO

CLAIMS ADJUSTER NAME PHONE

ATTORNEY Name PHONE

3. RESPONSIBLE PARTY/GUARANTOR

WHO IS RESPONSIBLE FOR THIS ACCOUNT?

RELATIONSHIP TO PATIENT? Phone
HOW DO YOU PLAN ON PAYING FOR YOUR CARE?

1 Payment at Time of Service. We will provide you with a discount off our regular fee schedule.
NOTE: By law, we must charge our regular fee schedule if not paid at time of service.
] Insurance Policy Coverage

4. INSURANCE INFORMATION

PRIMARY Insurance Information SECONDARY Insurance Information
Insurance Co Insurance Co

Policy Holder Policy Holder

Policy Holder’s Birth Date Policy Holder’s Birth Date

Policy Holder’s Employer Policy Holder’s Employer

Relationship to Policy Holder (Check One) Relationship to Policy Holder (Check One)
[ Self O Spouse [ Child [ Other [ Self O Spouse [ Child [ Other

Policy # Group # Policy # Group #

Insurance Policy Coverage — Please read the following policies:

1.  We may accept assignment of insurance benefits. However, the balance is your responsibility whether your insurance company pays or not.
Your insurance policy is a contract between you and your insurance company. It is in your best interest to be familiar with your policy.

2. Asacourtesy to you, we submit claims to your insurance company. Your insurance company may require additional information form you
before they will pay or deny a claim. It is your responsibility to provide this information promptly.

3.  All deductibles and co-pays are due at the time of service.

4.  Anyinsurance payment mailed to you should be brought to the office, along with the attached insurance statements within three days. Any
monies kept without our consent or approval will be considered theft.

5.  Our practice is committed to providing the highest quality, affordable care for our patients and we charge what is usual and customary for
our area. You are responsible for payments regardless of any insurance company’s arbitrary determination of usual and customary rates.

6.  Our practice only performs those services which are medically necessary. You are responsible for payments regardless of any insurance
company’s arbitrary determination of usual and customary rates.

5. ASSIGNMENT OF BENEFITS
1, the undersigned (or my dependant) certify that | have insurance coverage and assign directly to Oak Creek Relief & Wellness, S.C. all insurance benefits,
if any, otherwise payable to me for services rendered. | UNDERSTAND THAT | AM ULTIMATELY FINANCIALLY RESPONSIBLE FOR ALL FEES NOT COVERED
BY MY INSURANCE POLICY. | 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 Date
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