Patient Information




SLEEP MEDICINE CENTERS OF WNY

	Patient Name (Please Print)


	SSN #
	            SEX

     M            F
	Birth Date

	Street Address (If Student-Permanent Address)


	City and State 
	Zip Code
	Home Phone #

	Spouse or Parent’s Name

	Cell Phone#
	Business Phone #     Ext.

	Financially Responsible Party’s Name (if different from patient)

	Financially Responsible Party’s Address (if different from patient)

	REFERRING PHYSICIAN
	address/ city/ state/ zip code (if known)



	PRIMARY CARE PHYSICIAN


	address/ city/ state/ zip code (if known)




IF REQUIRED BY YOUR INSURANCE, do you have your referral?     □ Yes    □ No If you answered NO,  please obtain a referral prior to your vist or you will be required to sign a waiver and may be billed for your visit.
	Name of Primary Health Insurance Carrier 


	Identification Number 
	Group Number

	NAME OF POLICY HOLDER(IF DIFFERENT THAN  PATIENT):


	DATE OF BIRTH(IF DIFFERENT THAN PT):
	EMPLOYER:



	Name of Secondary Health Insurance Carrier 


	Identification Number 
	Group Number

	NAME OF POLICY HOLDER(IF DIFFERENT THAN PATIENT):
	DATE OF BIRTH(IF DIFFERENT THAN PT):
	EMPLOYER:



	Is This Visit Related to any Automobile or Work Accident:


	If Yes, Please Indicate

□   Automobile     □ Work Related
	Date of Injury

	Name of Insurance Carrier for Work Injury

	Street Address

	City


	State
	Zip Code
	Telephone #
	Compensation Claim #

	Employer’s Name (at time of injury)


	Street Address 
	City and State 
	Zip Code

	Name of No-Fault Carrier for Automobile Accident 


	Street Address

	City


	State
	Zip Code 
	Telephone #
	Claim / Policy #


ALL CO-PAYMENTS ARE DUE AT THE TIME OF SERVICE.

PLEASE INCLUDE ALL NECESSARY INSURANCE FORMS AT THIS TIME.

INSURANCE ASSIGNMENT OF BENEFITS.

	Signature 
	Date




I HEREBY AUTHORIZE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM.
I certify that the information given by me in applying for payment under the Title XVIII of the Social Security Act is correct.  I request payment of authorized Medicare or other insurance benefits be made either to me or on my behalf to (Provider) for any services furnished me by that provider.  I authorize any holder of medical information about me to release to the HCFA/Health Insurance Carrier and its agents any information needed to determine these benefits or the benefits payable for related services. Further I agree that I am financially responsible for charges incurred that are not covered by my insurance.

---------------------------------------------------- office use only below ----------------------------------------------------

Reviewed by: ________________________

