NEW PATIENT INFORMATION

Please fill out completely

Phone (H)......oooviei Phone (W) Phone (Cell)......ccveiiiiiii,
Y 1= ZIP.iii, Drivers Lic#.....ocooeveviiinnnn,

ADArESS e ZIPoiiiii, Relation to patient...............c.ooiiiien.
HOW DID YOU HEAR OF US?.I ......................................................................................................................................................

IF PATIENT IS MINOR, GIVE RESPONSIBLE PARTY NAME. ... ..ot e e e e aeeaees
Date of birth.[/mmm__| [dd] [ywyy| . Gender[ ... Phone (H).ooovovooooooo . PRONE (W). e
Marital Status
Ao (o | =T A | .
Employer Name and AQQrESS. .. u ettt ettt e ettt WA T
PRIMARY INSURANCE INFORMATION (Please give card to receptionist to copy)

INSURANCE NAME. ... ..o ID et GRP#..ooeeeeeeee e
o] 1e Y Tl 1= g V= Ty 4 Date of Birth.[mmm | [dd | [yyyy | ..

AT 012 ZIP.i
Phone (H).....cooooiiii, Phone (W).....ouiii Phone (Cell)... v
EMPIOYEr NamM e/ AGQArESS . ettt e et ettt e ieieitiiiiiiii i VA |
SECONDARY INSURANCE INFORMATION (Please give card to receptionist to copy)

INSURANCE NAME. ... ..ot ID # e GRP#....ooiiiieeeeeee

AUTHORIZATION FOR TREATMENT/BENEFIT ASSIGNMENT AND ACKNOWLEDGEMENT OF FINANCIAL
RESPONSIBILITY

| give my authorization for treatment and release of medical information to Dr. Dan Bautista and to my insurance companies to
facilitate my claims. | authorize my insurance benefits to be paid directly to Dr. Dan Bautista, realizing | am ultimately
responsible for any and all portions of the charges not paid by my insurance plan(s) as allowed per contract with Dr.
Bautista. | hereby authorize Dr. Dan Bautista to release any medical or incidental information to other physicians or facilities
that may be referred to by this office.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF FINANCIAL POLICIES | acknowledge that | have read and understand
and received a copy of the practice’s Financial Policy.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY POLICIES
| have received this Practice’s Notice of Privacy Practices and understand that my protected health information may be used by
this Practice as described in the notice.

By signing, | have read, understood and accept the above.

PATIENT/LEGAL GUARDIANNAME .. oo
PATIENT SIGNATURE oo, pATE.[mmm | [dd]| [yyyy| ..

| ResetForm |
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