PATIENT INFORMATION
Name_________________________________   Soc. Sec #_______________________

Address _________________________________________________________________
City ____________________            State   _____                  Zip Code ____________
Home Phone (     )__________________    Cell Phone (     ) ___________________
Work Phone (     ) ________________   Extension __________________
Marital Status (circle)   S/  M / D / W/ P                                            Date of Birth _____/_____/____
Employer’s Name ________________________    Occupation _______________
In Case of Emergency Notify _______________________ Phone #___________________
Referred By (Dr., Name,  Ins. Co,  Friend, Etc.)______________________________                                    

Insurance Information
Name of   Primary Insurance Co.__________________________________   EFF. Date_______________             

ID #___________________________ Group#______________________       Co-Pay$________________
Subscriber’s Name​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________         Date of   Birth____/____/___
Relationship______________________
 Secondary Insurance____________________________________                EFF Date______________
ID#___________________   Group #  _______________________                 Relationship____________
Date of Birth​​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________
I HEARBY AUTHORIZE JAMES H. FRANK, M.D. TO  APPLY FOR BENEFITS ON MY  BEHALF FOR COVERED SERVICES RENDERED BY HIM. I REQUEST PAYMENT FROM MY INSURANCE COMPANY TO BE MADE TO THE ABOVE NAME PROVIDER. I UNDERSTAND THAT SERVICES NOT COVERED BY MY INSURANCE COMPANY  WILL BECOME MY RESPONSIBILITY AND FULL PAYMENT IS EXPECTED WITHIN 30 DAYS UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE.
I CERTIFY THAT THE INFORMATION I HAVE REPORTED WITH REGARD TO MY INSURANCE COVERAGE IS CORRECT AND FURTHER, AUTHORIZE THE RELEASE OF ANY NECESSARY INFORMATION, INCLUDING MEDICAL INFORMATION, TO MY INSURANCE COMPANY IN ORDER TO DETERMINE THE INSURANCE BENEFITS TO WHICH I MAY BE ENTITLED.
EITHER MY INSURANCE COMPANY OR I MAY REVOKE THIS AUTHORIZATION AT ANY TIME IN WRITING.

SIGNATURE_____________________________________                          DATE______________________________
