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PATIENT INFORMATION FORM



Date:


 Account#














PATIENT’S NAME:









 


 

(please print)


Last



First




MI

STREET ADDRESS: 














MAILING ADDRESS: 













(If different)

CITY: 






 STATE: 


  Zip: 





PHONE:  (home): 



 (work): 



 (mesg):




Driver’s License Number: 



 State: 




IF PATIENT IS A MINOR: Name of Parent or Legal Guardian:








Parent/Legal Guardian Address: 





 Phone:










(If different than patient)

PATIENT’S EMPLOYER:













Social Security No.:




  Pt.’s Date of Birth: 


 SEX:  ( M  ( F

Marital Status:  ( Married

( Single

(  Divorced

( Widowed

( Sep.

(If applicable)

SPOUSE: 





 SS#




 DOB: 




SPOUSE’’S EMPLOYER: 





 PHONE: 






INSURANCE
INFORMATION


( NO INSURANCE

(Please present copy of Ins. Card)

(1) PRIMARY INSURANCE CO: 












BILLING ADDRESS: 














SUBSCRIBER NAME: 




 EMPLOYER/GROUP: 















(NAME)

POLICY/MEMBER/ID#: 






 GROUP# 





REFERRAL#:





 REFERRAL DATE: 







(2) SECONDARY INSURANCE CO: 












BILLING ADDRESS: 













SUBSCRIBER NAME: 




 EMPLOYER/GROUP: 





POLICY/MEMBER/ID#: 






 GROUP#: 





PATIENT’S PRIMARY CARE PHYSICIAN: 





Phone:





REFERRING PHYSICIAN:







Phone:






FINANCIAL POLICY AND GENERAL CONSENT

I hereby authorize Thomas C. Vinson, M.D.  (DBA) Round Rock Cardiology, P.A. to release to the insurance company named on this form any information acquired in the course of my examination or treatment (if patient is a minor, parent or guardian signs.)


I hereby agree to full responsibility for all expenses incurred by or on account of the patient (myself) and assign Thomas C. Vinson, M.D. (DBA) Round Rock Cardiology, P.A. any and all insurance benefits due me to the full extent of my financial obligation to said institute.  I authorize my insurance benefits to be paid directly to the medical care provider.  


I understand that direct billing of insurance companies is done as a courtesy by Dr. Vinson’s office and that I am financially responsible for the full amount of any charges that are not covered under my insurance benefits. If I chose to undergo any services that are not contracted with this provider, I accept full financial responsibility and agree to pay at the time of service for such services. 


I understand that a rebilling fee/financial charge complying with the Texas State Law may be applied to any overdue balances.  Accounts not paid in a 120 day period are subject to go to an outside collection agency. In the event of non-payment, I will bear the cost of collections and/or legal fees and court costs should that be required.

Please discuss payment arrangements ahead of time with the office manager if you request to make payments past 120 days. 

My signature below also gives my authorization for Dr. Vinson to provide me with reasonable and proper medical care by current laws and standards.

X








Date:




Signature of Patient (Parent/Legal Guardian, If a Minor)










Date:




Witness (Round Rock Cardiology, P.A. Staff)

PERSON WE MAY CONTACE IN CASE OF EMERGENCY   (OTHER THAN LIVING WITH YOU)





Name: 						 Phone: 				 Relationship:			





ROUND ROCK CARDIOLOGY, P.A.


16010 Park Valley Drive, Ste. 200


Round Rock, TX 78681


512-244-9944    fax 512-244-9977








