
PATIENT NAME: DATE:

DATE OF BIRTH:      

INSURANCE: 
• 

• 

• 

o 

o 

• 

o 

• 

o 

COPA YMENTS, DEDUCTIBLES, & NON-COVERED SERVICES: 
• 

o 

o 

• 

o 

COMMUNICATION: 
• 

• 

NON-PAYMENT & ACCOUNTS REFERRED TO COLLECTIONS: 
• 

o 

o 

o 

o 



RETURNED CHECKS: 
• 

• 

MISSED APPOINTMENTS: 

Office Telehealth Appointments 
• 

• 

• 

• 

Procedure Appointments 
• 

• 

o 

• 

AFFILIATIONS: 
• 

• 

• 

• 

PATIENT ACKNOWLEDGEMENT: 

                
PATIENT NAME (Please Print) DATE OF BIRTH

                
PATIENT SIGNATURE (or Responsible Party & Relationship) DATE


