Member

Corten ffor Plantic Surgery, P.C. Q
Peten C. Haimes, MD, FA.CS.

7033 fjt Andrews Rd. Suitc 204; Columbia, fjc 29212

Eﬁ;_n—_,l_ %, Office: (803)732-5788 [ax: (803)752-7506 AMERICAN SOCIETY OF
I[EE 'IE'E:L‘USL;' A F mail: Plasticsurgcry@sc.rr.com PLAST[C SURGEONS

Wclcomc to our o{:Ficc, we are l'aappy to have youl Flcase take the time to fill out the {:o“owing forms so that we may better assist you.

FPATIENT INFORMATION

Namc

|_ast [First Middle |nitial
Socia! Sccurity Numbcr Date of birth / / Present Age Gender: Male |:| Female |:|
Marital Status: Sir\g[c |:| Married |:| Divorced |:| Widowed |:| Separatec{ |:| Partnered |:| Minor |:|
Home Phone Number( ) Work Number ( ) .
Cell Phone Number ( ) Fax Number ( ) Frimary Contact Number: [Jome ] Work ] Cell ]

Address

Street Address/apt # City, State Zip Code
E_mail Who may we thank for rﬁ{:erring you?
Faticnt E_mplogcr/SChool Occu Patior\
Emploger/SChoo[ Address E_mplogcr/Schod Phone ( )
|n case of emergency who should be notified? Relation: Phone ( ) .

FRIMARY INSURANCE.
Person KesPonsible for Account .

| ast First Middle |nitial

Kclation to Paticnt Date of Birth /S Soc. Hec. #
Address (if different from Patient’s)

Street Address/Apt # City, State Zip Code
FPhone ( ) Person Responsihlc Emp[oged }33:
Business Address Busincss Fhone ( )
Jnsurance Compang
Contract # Ciroup #

Names of other clePcndents covered under this Plan .

SECONDARY INSURANCE
Subscribcr Name Date of Birth /S / Kelation to Paticnt .
Address (if different from Patient’s)

Street /\ddrc‘.as/JFl # City, State Zva Code
FPhone ( ) Social Sccuritg # Subscriber Emploged bfj:
ﬁ)usiness Fhone ( ) ]nsurance Companq
Contract # GrouP #

Names of other clcPcnc{ents covered under this Plan .

ASSIGNMENT and RELEASE

] certi{:y that I, anc]/or my dcpen&cnt(s), have insurance coverage with and assign direct!y to Dr. Fctcr C, f”faines all

insurance benefits, if any, otherwise Pagab]e tome for services rendered. | understand that | am Financia”g responsib]e for all charges whether or not paid bg insurance.
] understand that there will be a $25.00 fee for any returned check. ] authorize the use of my signature on all insurance submissions. The above named doctor may use my
health care information and may disclose such information to the above named insurance comPanH(ics) and their agents fort he purpose of obtaining payment for services and
detcrmining insurance benefits or the benefits Pagab]c for related services. T his consent will end when my current treatment Plaﬂ is comp|ctcd or one year from the date

signccl below.

SIGNATUKE_ of Fatient/ Farent/ Cuardian or Fersona[ Representative DATE_

Flease FK]NT NAME of Patient/ Parent/ GGuardian or Personal Repr@seﬂtat{ve Kélat{onship to Patient



