
Patient Demographics Form

General Information

Last name First name MI If chi l d, parent’s name

                
Address City State ZIP

                 
Social Security Number Date of  birth Sex Marital  status Home phone Cell phone

           M  F                
Patient (parent’s) employer

Employer’s phone number

          
Employer’s address

     
Spouse’s name Spouse’s Social Security Number Spouse’s employer

               
Spouse’s employer’s  address Spouse’s employer’s  phone number

          
Patient ’s primary care physic ian Physic i an’s address Physic i an’s phone number

               

Today’s Appointment

Purpose for this appointment Referred by

          
Were you seen by Dr . Volk in the hospital? If yes,  what hospital

  Yes   No      
Are you al lergic to  any medicat ions? If yes,  which medication(s)

  Yes   No      
    

Insurance Information

Primary insurance ID no. Group no.

               
Subscriber’s name Subscriber’s DOB Patient ’s relationship to subsc riber

               
Secondary insurance ID no. Group no.

               
Subscriber’s name Subscriber’s DOB Patient ’s relationship to subsc riber

               
Is this  an auto acc ident case? Date of  accident Motor vehic le carri er address

  Yes        No           
Do you have an atto rney for thi s case? Attorney’s name Attorney’s address Attorney’s phone

  Yes        No                
Is this  a worker’s comp case? Date of  injury Workman ’s comp carr ier Claim number

  Yes        No           
Contact person Worker’s comp carri er address Phone number

               

Please read and sign.  A copy of this can be considered as an original for insurance and legal purposes.

I hereby authorize Dr. Volk and associates to furnish information concerning my illness and treatment to any insurance carrier.  I further assign Dr. Volk
all payments the insurance carriers are obligated to make on my behalf for services rendered by Dr. Volk and associates I understand that my
applicable insurance may not cover all the fees charged by the Doctor.  I hereby agree to be responsible for all payments of the charges at the time of
service performed.  If for any reason there is a balance owing on my account, I agree to pay promptly upon receipt of the monthly statement.  I certify
that I have been informed that any preliminary authorization/pre-certification for payment obtained by Dr, Volk’s office, from my insurance company,
may be rescinded by my insurance company and Dr. Volk cannot and does not guarantee payment.  I also acknowledge that interest will be added for
any account that is not paid by my insurance or myself after 30 days at an interest rate of 12% per year.  I agree to pay all cost necessary to collect
any unpaid balance.  Attorney fees will be calculated at 25% of the original amount plus interest and will accrue upon commencement of collection
proceedings.  All deposits received for surgery are non-refundable.  A service charge of $25 will be charged for any returned check.

Signature of patient (parent or  guardian) Date

Email Address


