Audrey F. Echt, MD, PA

Patient Information

Thank you for choosing our office!  In order to serve you properly, we need the following information. Please print.  All information will be confidential.

Date________________ Patient Name









 
SSN



 □ Male   □ Female   Birthdate_________ Home Phone




Address_________________________________ City______________ State_____ Zip




Email Address_______________________________ Work Phone


Cellular



Check appropriate box:    □ Minor    □ Single  □ Married  □ Divorced  □ Widowed  □ Separated

If patient is 18 + a student, name of school of college_____________ City


 State



Referred By:














Person to contact in case of emergency________________________ Phone





Insurance Information – Please present Insurance Cards at check-in (required)



FULL NAME OF INSURED________________________________ Relationship to patient


BIRTHDATE____________ SOCIAL SECURITY NUMBER





DateEmployed ____________Name of Employer__________________________Work Phone


Address of Employer____________________ City_____________ State_____ Zip




Insurance Company














Do you have secondary insurance?  _□_ Yes  □   No








Name of insured__________________________________ Relationship to patient





Birthdate

 Social Security Number



 Work Phone




Insurance Company 













Responsible Party If other than insured










Name_____________________________ Relationship to patient







Address___________________________ Home phone_____________Work phone




  Payment is required for all services at the time they are rendered, unless you are in a prepaid insurance plan in which we participate.  Applicable co-payments and deductions will be collected. I understand that I am financially responsible for all services rendered that are not paid by insurance.________






  (Initial)
  I authorize release of any information concerning my (or my child’s) health care, advice and treatment provided for the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance benefits to the doctor.

X









            Signature of patient or parent, if patient under 18                                                

     Date
  Cancellation & Late Policy – Except for emergencies, please give us 24 hours notice for any cancellation, otherwise, you will be billed for the visit as below. No shows will be billed $50.00 for missed office visits and $100.00 for missed surgery appointments. These fees will be expected to be paid prior to future visits. If you are more than 15 minutes late for your appointment, we may need to reschedule. I have read and understand this policy.

X 










            Signature of patient or parent, if patient under 18                                                 

     Date
I authorize release of any information concerning my(my child’s) health care, advice, or treatment to my spouse/parent/other party listed_________________________(name of person).

X________________________________________________________________________________________

        Signature of patient or parent, if patient under 18



      Date

