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PATIENT INFORMATION

Date   _____/_____ /_______                PCP/Referring Physician _________________________________________

Name (Last, First, MI)
_______________________________, ____________________________,   _______





Sex ( Male  ( Female      Date of Birth ____/____/_____
  Age _____   Social Security # _______________________

Marital Status
( Single   ( Married  ( Divorced  ( Widowed     Language Spoken ___________________________

Home Telephone (      ) __________________   Work  (     ) _________________  Cell (     ) ___________________

Home Address _________________________________________________   Apt # __________

City ________________     State _________        Zip Code _____________



EMPLOYER INFORMATION

Name _________________________ Occupation _______________________      Retired?     ( Yes     ( No

SPOUSE

Name (Last, First, MI)
__________________________, __________________________, ________


Work Phone ____________________
Cell _____________________ Employer ____________________________

INSURANCE INFORMATION

Primary Insurance

Subscriber Name
Relationship
   Policy #

     Group #

_________________________   __________________  ____________     _________________       _______________
Other Insurance


Subscriber Name
Relationship
   Policy #

     Group #

_________________________   __________________  ____________     _________________       _______________
▄           ▄          ▄            ▄          ▄            ▄          ▄            ▄           ▄         ▄            ▄          ▄          ▄            ▄          ▄          ▄          ▄           
As a policy we do not release results for any test, lab or other medical or personal information to anyone other than the patient.  If you wish for us to release any of this medical information to a spouse, relative or legal guardian, please provide their name and relationship to you. Otherwise results will only be given to the patient and of course information will be provided to any other medical professional caring for you and your insurance company.

I permit the following persons I have named to receive on my behalf all test, lab and medical information results.

( ______________________________________________  ( _____________________________________________

    Name
   Relationship       Phone Number
           Name
              Relationship            Phone Number   

PATIENT RELEASES

I certify the information I have provided is correct. I authorize the release of medical information necessary to process insurance claims. I authorize payment of medical benefits to Cardiology Healthcare of South Florida, Corp. for professional services rendered. For and in consideration of services rendered by Cardiology Healthcare of South Florida, Corp. I hereby guarantee payment of any and all charges incurred which are not covered or available by my insurance, if any, including all collection costs. I hereby authorize Cardiology Healthcare of South Florida, Corp. to furnish medical treatment as considered necessary and proper in the treatment of and for the purpose of correcting or remedying any physical conditions.

Signature _________________________________________________________        Date __________________________    

