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Date _____________________

Date of Birth ________________________

Patient Name: Last_____________________ First _________________ MI _________

Address: Street ____________________ City ____________ St ______ Zip __________

Home Phone: _____________________ Work Phone __________________ x ________

Social Security Number: ___________________ Sex ____ Marital Status ____________

Patient Employer: ________________________ Patient Occupation ________________

Primary Insurance: __________________________ Address: ____________________

ID Number: _______________________________ Group #: ______________________

Insurance Subscriber: _______________________ SS #: _________________________
Relationship to Patient: _____________________ Date of Birth: ___________________

Subscriber’s Place of Employment: ____________ Occupation: ____________________

Secondary Insurance: __________________________ Address: __________________

ID Number: _______________________________ Group #: ______________________

Insurance Subscriber: _______________________ SS #: _________________________
Relationship to Patient: _____________________ Date of Birth: ___________________

Subscriber’s Place of Employment: ____________ Occupation: ____________________

Primary Care Doctor: __________________  □ Permission To Inform Primary Doctor

Referring Doctor:        __________________                      
Chief Complaint: _________________________________________________________
Emergency Contact: _____________________ Daytime Phone: ____________________
Other Providers you wish to be informed:

Name: ___________________________________ Phone: ________________________

Name: ___________________________________ Phone: ________________________
I authorize the release of any information including the diagnosis and records of any treatment or exam rendered to me, or my child, during the period of such care, to third party payors and/or other health practitioners.  I authorize and request my insurance company to pay directly to the doctor or doctor’s group all insurance benefits otherwise payable to me.  I understand that my insurance carrier may pay less than the actual bill for services, and I agree to be responsible for payments of all services rendered on my behalf or on behalf of my dependents.  I authorize Gold Coast Pulmonary and Sleep Associates LLC, and its employees to take photographs of me as deemed appropriate for diagnostic purposes.  A copy of this signature is as valid as the original and I can withdraw this consent at any time by given written notices.
X________________________________________ Date _________________________

X________________________________________ Date _________________________
X________________________________________ Date _________________________
X________________________________________ Date _________________________
