ANNA LERNER ANGELES, MD PC

PATIENT’S NAME SEX: M F

ADDRESS AGE DOB

CITY STATE ZIP STATUS: SM D W

HOME PHONE CELL WORK

SSN EMAIL ADDRESS (print clearly)

PHARMACY NAME AND ADDRESS

EMERGENCY CONTACT/RELATION PHONE

REFERING PHYSICIAN

HOW DID YOU LEARN OF OUR PRACTICE

EMPLOYER/SCHOOL

EMPLOYER ADDRESS

PRIMARY INSURANCE:
INS CO. NAME ‘

|
|
SUBSCRIBER NO. GROUP NO. |
|

NAME OF INSURED RELATION TO PATIENT

ADDRESS

PHONE NO. DATE OF BIRTH SSN

INSURED EMPLOYER

SECONDARY INSURANCE:
INSURANCE CO. NAME

SUBSCRIBER NO. GROUP NO.

NAME OF INSURED RELATION TO PATIENT
ADDRESS

PHONE NO. DATE OF BIRTH SSN

INSURED EMPLOYER

ASSIGNMENT AND RELEASE:

I certify that I, and/or my dependent(s), have insurance coverage with the above insurance carrier and assign directly to Dr. A Lerner all insurance
benefits, if any, otherwise payable to me for services rendered. | understand that | am financially responsible for all charges whether paid or not
paid any insurance. | authorize Dr. A Lerner 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 Company(ies) and their agents for the purpose of obtaining
treatment for services and determining insurance benefits or the benefits payable for related services

Signature of Patient, Parent, Guardian or Personal Representative Date Please Print Name

(please complete other side)






