PATIENT INFORMATION FORM


       




Coastal Cosmetic Center, P.A.
                                                                                                 

                    

4147 Southpoint Drive East
                                           

                          Jacksonville, FL 32216

Date________________________

Patient’s full Legal name___________________________________________________________________________________________
Patient’s preferred name___________________________Age_________Date of Birth__________________________________________
Home Address__________________________________________City_____________________State____Zip______________________
Home Phone_______________Cell______________Work______________Ext.___Email Address________________________________
Social Security Number_______________________Employer_______________________Occupation_____________________________
Marital Status________Name of Spouse______________________________Spouse’s Occupation________________________________
Spouse’s Employer_________________________________Address__________________________________Phone_________________
Patient Referred By_____________________________Primary Care Dr_______________________________Phone_________________
Nearest Relative (not living at same address)_____________________________Relationship______________Phone_________________
Person financially responsible___________________________________Relationship____________________Phone_________________
Address_________________________________________________City_________________________State_______Zip_____________

INSURANCE INFORMATION (If Applicable)   Please have card ready for copying.
Health Insurance Company_______________________________________________________________Phone__________________________
Name of Insured________________________________Relationship__________________Insured’s DOB________________

ID #_______________________________Group #__________________ Group Name_______________________________
SS# of Insured: _______________________Referral #____________________________Number of Visits_______________
Authorization to Release Medical Information & Assignment of Benefits:
I authorize Coastal Cosmetic Center, P.A. to furnish my insurance company(s) and /or other physicians involved in my care 

all information, which may be requested concerning my health. I also assign the claim payments to be made payable to Coastal Cosmetic Center, P.A.
Insurance co-payments are due at the time of service.  Giving fraudulent insurance information could be considered theft of services.  I understand that this account is my responsibility.  Should the account be referred to an attorney or collection agency for collection, the undersigned shall pay reasonable attorney fees and collection expense.  All delinquent accounts bear interest at the legal rate.

Date_________________________


Signature________________________________________________
                            



             Relationship to Patient______________________________________

How do you intent on paying for your surgery? (circle one)    cash       check       credit card       insurance       financing

