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CORPORATE - 

Authorization and Assignment: 

 I authorize Reddy Medical Group, LLC to release medical records to my employer or any insurance company with whom I have 

medical benefits for the purpose of filing medical claims. I also authorize any physician, hospital, or clinic to provide med

information required in the course of my examination or treatment. 

obtain Rx history from external sources. I consent to medical treatment for myself or for the patient for whom I am the parent 

or legally authorized representative. Insurance is filed as a courtesy. It is the patient/guardian responsibility to ensure all bills 

are paid. All co-pays, deductibles, and co-insurance are due at the time of services.

 

Assignment of Benefits Payment: 

I authorize my health insurance benefit plan to pay directly to Reddy Medical Group, LLC. I understand that I am financially responsible 

Reddy Medical Group, LLC for any non-covered charges. If I am a self

at the time of service. I have read and understood the Financial Policy terms and conditions revised on 2/13/2016

 

_____________________________        ___

Signature   

Personal Information: 

Last Name: _______________________ First Na

Date of Birth __________________ Social Security Number ______

Race/Ethnicity: ____________________________

Mailing Address: ___________________________________________________

City ___________________State __________ Zip 

Reason for visit:  Drug Test   Basic Physical   

If you are here for drug/alcohol testing please specify reason for test:

Pre-employment  Random   Post Accident

Company Information:  

Company Name: _________________________    Contact Name:

Contact Phone: ___________________________   Payment Responsible Party 

Were you injured on the job? YES / NO / NA                 

If yes, date of injury: ___________________      
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 OCCUPATIONAL INTAKE FORM
 
 

 

I authorize Reddy Medical Group, LLC to release medical records to my employer or any insurance company with whom I have 

medical benefits for the purpose of filing medical claims. I also authorize any physician, hospital, or clinic to provide med

mation required in the course of my examination or treatment. I give consent for Reddy Medical Group, LLC physicians to 

I consent to medical treatment for myself or for the patient for whom I am the parent 

Insurance is filed as a courtesy. It is the patient/guardian responsibility to ensure all bills 

insurance are due at the time of services. 

my health insurance benefit plan to pay directly to Reddy Medical Group, LLC. I understand that I am financially responsible 

covered charges. If I am a self-pay patient, I understand that I am responsible for all cha

I have read and understood the Financial Policy terms and conditions revised on 2/13/2016

______________________        _________________________      ____________

 Relation to patient             Date 

First Name: ________________________ MI: ____ 

Social Security Number ______-_____-______            Sex: M 

Race/Ethnicity: ____________________________ 

___________________________________________________ Apartment number ______

tate __________ Zip Code ______________ Phone __________________________

Basic Physical   DOT Physical  Work Injury   TB Test

If you are here for drug/alcohol testing please specify reason for test: 

Post Accident   Suspicion   Follow Up   Return to Duty

Company Name: _________________________    Contact Name: _____________________________________

Contact Phone: ___________________________   Payment Responsible Party ___________________________

Were you injured on the job? YES / NO / NA                  

      Did you report the accident to your employer?  YES / NO /

   

   

www.reddyurgentcarecenters.com 

Last Update: 4-25-19jro  

INTAKE FORM 

I authorize Reddy Medical Group, LLC to release medical records to my employer or any insurance company with whom I have 

medical benefits for the purpose of filing medical claims. I also authorize any physician, hospital, or clinic to provide medical 

I give consent for Reddy Medical Group, LLC physicians to 

I consent to medical treatment for myself or for the patient for whom I am the parent 

Insurance is filed as a courtesy. It is the patient/guardian responsibility to ensure all bills 

my health insurance benefit plan to pay directly to Reddy Medical Group, LLC. I understand that I am financially responsible to 

pay patient, I understand that I am responsible for all charges in full 

I have read and understood the Financial Policy terms and conditions revised on 2/13/2016. 

______________  

me: ________________________ MI: ____  

Sex: M / F    

Apartment number __________ 

__________________________ 

TB Test 

Return to Duty 

_____________________________________ 

___________________________ 

YES / NO / NA 


