** PATIENT INFORMATION **

Name: Social Security #

Address: City: State: Zip:

Home Phone: Cell Phone: Business Phone:

Age: Birthdate: Circle: Male / Female  Circle: Single/Married/Widowed/Divorced
Employer: Occupation:

Business Address:

Whom may we thank for referring you?

** INSURANCE INFORMATION **
(PLEASE PROVIDE CARD TO BE COPIED)

Primary Insurance Company:

Policy Holder: Policy Holder Birthdate: Relationship to Patient:

Secondary Insurance Company:

Policy Holder: Policy Holder Birthdate: Relationship to Patient:

** ASSIGNMENT AND RELEASE **
I, the undersigned, certify that I (or my dependent) have insurance coverage with and assign directly
to Valley Diagnostic Medical Center all insurance benefits, if any, otherwise payable to me for services rendered. I
understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor
to release information necessary to secure the payment of benefits. I authorize the use of this signature on all insurance
submissions.

Responsible Party Relationship to Patient Date



