Valli A. Vujjeni, MD,Inc. ~ PATIENT REGISTRATION  Account numbec

PATIENT

FRIMARY INSURANCE
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- Name___ « Date
City : , State 2P
Date of birth Age Soc. Sec. #._
Home phone # Medicare # DL# State
Work phone # Cell phone # Fax #
1 Single 1 Married £l Widowed 1 Divorced
Sreometuse SoMane Deaone, ., Sio QR0 Qrawe, [, A8,
Name of spouse/responsible party
Date of birth 00 Male [0 Female
His/her employer
Employer’s address v —
City ... State . apP
'Occupation Work phom Cell
......l....’.O.Q.Q....Q.Q.QQQ..Q!C...Q.Q.Q.Q.Q.OQ..O...QO...Q..
Do you have insurance through your employer? ] Yas (] No
insurance ¢o. hame. 0 PPO. [0 HMO 11 Other
Insurance co. address ,
oty . N - . _State zp
IDISoc; Sac. # Group# _ Eft. Date
Employer
' Employer’s address ; .
City. i . — State ZIP
Occupation. Work phone : Cell
..'...Q.l‘.ﬁ...OO...Q'....!0'..........‘.0‘...O..i.‘........".
Do you have insurance _ﬁ:rou;gh your spouselmpon;ib!c__party? 0 Yes O No
If Yeos, insurance co... _ N e C1'PPO O HMO [ Other
Insurince ¢o. address — : ,
City— : : : DREERN State bald
ID/Soc. Sec. # Group# Eff. Date
Relationship to patient: CJ Spouse [l Father [} Mother [IOther
Employment status: [ Full ime [ Parttime School: O Fulltime [l Parttime 0O Retired
O‘...i‘é...i.I....'..‘.C..Q“.'COC“..G..i......O'..DQ...‘..DO.
Primary care physician _ , Phone #
Referred by? i » N
Notify in case of emergency: ‘0 Friend O Relative Home Phone:
' ' Work Phone:
Cell Phone:

Acknowled gments/Disclaimers/Assigment of Benefits

‘every effort fo maximize insurince payments. However, plaase be advised: that certification of visits and procedures does not

guarantea coveraug by your parficular-plan. in-addition, most insurance companies will-riot pre-determine or guarantee the dollar amount of benefits they

will pay until aftée a procedure is done. Therefore, 3lt feas fuf saivices rendered, as well.as co-payments, deductibles, or foes not covered by your

insurance plan sre ultimatsly the responsibility of the patient, or i the case of a minor the financlally responsible party. We do not assume résponsibility

for. any erors or omissions in the pre-certification process or-any’ banefits unpaid by your insurance company.

Forthese: ramm we stronigly. advise you {o becoms familiar- with your insurance: plan in ‘order fo. know.and follow the spetific guidelings. for your
I undmnd thatthedk\ldnn sesing me may not be acontracted provider and | accept financial responsibility regardioss.

tfurthas agree to pay any charges tnpaid for any reason.

I'have read and understand the above and agree to the terms stated.

| authorize the reisase of any medical information necessary to pracess any insurance claim dnd request payment of insurance benefits to

Valli A. Vujjeni, MD, inc., directly.

Signature (instred or authorized person) Date
# you cannot keep an appolntment, you miist give us 24 hours notice. If you miss your appointment and do not give us notice and
we are'unable to fill it, our office reserves the dght to'charge a missed appointment fee of $25.



