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PATIENT INFORMATION
 

PATIENT NAME:  ________________________________________________________________________________________________________________________
			LAST                                                               	FIRST 		                            MIDDLE

ADDRESS:          _______________________________________________________________________________________________________________________


ZIP CODE:   __________________________ CITY:  _______________________________________________________ STATE:  ____________


HOME PHONE #: (_______)  ______-_______WORK PHONE #:  (_______)  _______-________  CELL  PHONE #:  (_______)  _______-________
   
	
EMAIL ADDRESS:  _________________________________


DATE OF BIRTH:   __________/__________/____________	 SOCIAL SECURITY NUMBER:  ____________-_________-________________

    	  
MARITAL STATUS: (circle one)      SINGLE        MARRIED      DIVORCED        WIDOWED       OTHER 		    (circle one)     FEMALE       MALE

	
PRIMARY CARE PHYSICIAN: _________________________________________  

PATIENTS EMPLOYER INFORMATION:  

COMPANY: _________________________________ ____________________________________________________________________________

City:_ _______________________________________________________ PHONE #___________________________________________________ 

IN CASE OF EMERGENCY PLEASE CONTACT:

NAME:  ________________________________________________________________________________________________________________


PHONE NUMBER:  _________________________________________   RELATIONSHIP:_______________ _________________________________

RESPONSIBLE (OR INSURED) INFORMATION

RESP. PARTY NAME:          ______________________________________________________________________________________________________________________
			LAST                                                               	FIRST 		                            MIDDLE

ADDRESS:          _______________________________________________________________________________________________________________________

DATE OF BIRTH:   __________/__________/____________		                            SEX:   (circle one)         FEMALE            MALE 

PATIENT RELATIONSHIP TO THE RESPONSIBLE PARTY:     (circle one)             SELF            SPOUSE          CHILD                OTHER  

HOME PHONE #:  (_______)  ___________-_____________________             WORK PHONE #:  (_______)  ___________-___________________

INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY: ___________________________________________________________________________________________

ADDRESS:  _________________________________________________________________________ PHONE: ___________________________

CONTRACT (ID#) NUMBER:  _________________________________ SUBSCRIBERS NAME:___________________________________________

PATIENT RELATIONSHIP TO SUBSCRIBER:  (circle one)       SELF        SPOUSE         CHILD 	OTHER
	
GROUP NAME:  _____________________________________________    GROUP NUMBER: ____________________________________________
	
EFFECTIVE DATE:   __________________________________    **INSURED’S DATE OF BIRTH:  _________/____________/______________


SECONDARY INSURANCE COMPANY:_________________________________________  PHONE:__________________________________________

CONTRACT (ID#) NUMBER:  _________________________________ SUBSCRIBERS NAME: ____________________________________________

PATIENT RELATIONSHIP TO SUBSCRIBER:  (circle one)       SELF        SPOUSE         CHILD	 	OTHER
	
GROUP NAME:  _____________________________________________   GROUP NUMBER:  ____________________________________________

INSURED’S DATE OF BIRTH: _____________/____________/_____________

PRESCRIPTION INFORMATION


PREFERRED PHARMACY: ___________________________________   CITY: _________________________PHONE: _________________________


PRESCRIPTION BENEFITS INSURANCE: ______________________________________________  ID #: ____________________________________

SUBSCRIBER NAME: ______________________________ GROUP #: __________________________ RX BIN #: _____________________________


I AUTHORIZE THE RELEASE AND DISCLOSURE OF ANY OF MY MEDICAL RECORDS OR REPORTS TO ANY OTHER HEALTH CARE PROVIDER NEEDED FOR MY TREATMENT AND/OR FOR ASSISTING IN ANY REIMBURSEMENT OR MEDICAL BENEFITS TO WHICH PATIENTS MAY BE ENTITLED. I ALLOW FAX TRANSMITTAL OF MY MEDICAL RECORDS, IF NECESSARY. I FURTHER AUTHORIZE AND REQUEST THAT INSURANCE PAYMENTS BE MADE DIRECTLY TO RHEUMATOLOGY CARE CENTER SHOULD THEY ELECT TO RECEIVE SUCH PAYMENT. THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. A PHOTOCOPY OF THIS ASSIGNMENT SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL. 

I AUTHORIZE TREATMENT BY RHEUMATOLOGY CARE CENTER PHYSICIANS, ASSISTANTS, AND PERSONNEL.

I ACKNOWLEDGE FULL FINANCIAL RESPONSIBILITY FOR ANY SERVICES RENDERED AND THAT PAYMENT OF CHARGES IS DUE AT THE TIME OF SERVICE. I UNDERSTAND THAT STATEMENT FEES ACCRUE ON UNPAID BALANCES NOT SETTLED AT THE TIME OF SERVICE. I ALSO UNDERSTAND THAT CHARGES NOT COVERED BY INSURANCE ARE MY RESPONSIBILTY. IN THE EVENT MY ACCOUNT GOES TO A COLLECTION AGENCY, I AGREE TO PAY THE COST OF COLLECTION FEES AND ATTORNEY FEES AND HEREBY WAIVE ALL RIGHTS OF EXEMPTION UNDER THE CONSTITUTION OF THE STATE OF ALABAMA. I UNDERSTAND THERE ARE FEES IF APPOINTMENTS ARE NOT CANCELLED WITHIN 24 HOURS.  

I HAVE READ AND FULLY UNDERSTAND THE ABOVE CONSENT FOR TREATMENT, FINANCIAL RESPONSIBILITY, RELEASE OF MEDICAL INFORMATION AND INSURANCE AUTHORIZATION.

I AUTHORIZE MY PROVIDER TO LEAVE REMINDER MESSAGES, PENDING APPOINTMENTS, OR OTHER RELATED HEALTHCARE INFORMATION ON VOICEMAIL, EMAIL, OR OTHER METHODS OF COMMUNICATION. I AUTHORIZE DISCLOSURE OF LIMITED PROTECTED HEALTH INFORMATION TO THIRD PARTIES WHO ANSWER MY PHONE.  

______   I have read the above and accept financial responsibility in full for this account, including applicable insurance co-pays, deductibles, or processing fees for statements and forms.

______   I have been provided the opportunity to review and understand Rheumatology Care Center’s Privacy Practices Notification for RCC. 


SIGNED:  _______________________________________________________     DATE: __________________
		                 Patient, Parent, or Guardian
image1.jpeg
RHEUMATOLOGY
CARE CENTER





