	(Office use only) 
Pharmacy/Phone:                           


Midtown Internal Medicine, PLLC

274 Madison Avenue, Suite 1003

	Today’s Date:
      /      /
	Birth Date and Gender:  (Circle) 
     /     /          M    F
	Email address:
	Insured’s ID Number:

	Patient’s Name:
	Insured’s Name:    (Write “SAME” if patient is policy holder)

	Patient’s Address:
	Apartment:
	Insured’s Address:    (Write “SAME” if patient is policy holder)

	City:
	State:
	City:
	State:

	Zip Code:
	Home Phone:

(      )
	Cell Phone:
(     )
	Zip Code:
	Insured’s Home Phone:

(      )
	Insured’s Cell Phone:
(     )

	Patient’s Employer Name or School Name
	Primary Insurance (Insured’s) Group or FECA Number:

	Employer or School Phone

(      )                       Ext:                     ;(        )                   Ext:
	Insured’s (Policy Holder’s) Birth Date and Gender:   (Circle)

       /        /                           M     F

	Secondary or Other Insurance Policy Holder  Name:
	Patient Relationship to Insured:

(Circle)
Self   Spouse   Child   Other
	Insured’s Employer or School Name

	Secondary or Other Insurance Policy /Group Number:
	Patient Status:     (Circle)

     Single   Married   Other

Employed   

    Current       Previous

Student
     Full-time    Part-time
	Insurance Plan Name or Program Name:

	Secondary Policy Holder’s Birth Date and Gender:   (Circle)

       /        /                         M     F
	
	Is there another health benefit plan?    (Circle)

Yes                                        No

If yes, please complete other or secondary insurance information

	Secondary Insurance Plan Name or Program Name
	
	Whom should we thank for referring you?

	If patient has  representative, print name, relationship to patient and contact phone (s):

	Emergency Contact Name With Relationship to Patient::

	Work Phone:

	Home Phone:
	Cell Phone:


New York, NY  10016
ASSIGNMENT OF BENEFITS 
	Name of Insured (print):



	I request that payment of authorized insurance benefits, including Medicare, if I am a Medicare beneficiary, be made on my behalf to the organization listed below for any services, supplies or equipment provided to me by that organization.

I authorize the release of any medical or other information necessary to determine these benefits or the benefits payable for related services or equipment to the organization, the Center for Medicare and Medicaid Services (CMS), my insurance carrier or other medical entity. A copy of this authorization will be sent to CMS, my insurance company or other entity if requested.  The original authorization will be kept on file by the organization.
I understand that I am financially responsible to the organization for any charges not covered by health care benefits.  It is my responsibility to notify the organization of any changes in my health care coverage.  In some cases exact insurance benefits cannot be determined until the insurance company receives the claim.  I am responsible for the entire bill or balance of the bill as determined by the organization and/or my health care insurer if the submitted claims or any part of them are denied for payment.  I understand that by signing this form I am accepting financial responsibility as explained above for all payment for products received.
Organization:    Midtown Internal Medicine, PLLC       274 Madison Ave, Suite 1003      New York, New York 10016

	Name of Patient or Representative (print):
	Relationship to Patient:

	Signature of Patient
	Date:


[     ]     Reviewed     [     ]     Scanned     [     ]     Archive
