
TRAVEL PATIENT INFORMATION SHEET

NAME_____________________________________________

BIRTHDATE _________________ AGE_________ SEX ( MALE   ( FEMALE

SOCIAL SECURITY # _________________________________

ADDRESS: _____________________________  HOME PHONE:_____________

______________________________________________

WORK PHONE ____________________  CELL/PAGER ___________________

E-MAIL________________________ EMPLOYER ________________________

OCCUPATION:_________________________________

PRIMARY INSURANCE ______________________________________________

INSURED’S NAME __________________________ SOC. SEC.# ______________

GROUP# ____________________________ POLICY#_______________________

INS. CO. ADDRESS ___________________________________________________

PHONE#____________________ DEDUCTIBLE____________CO-PAY________

SECONDARY INSURANCE____________________________________________

INSURED’S NAME_________________________ SOC. SEC.# _______________

GROUP#____________________________POLICY# _______________________

INS. CO. ADDRESS___________________________________________________

PHONE#_____________________ DEDUCTIBLE__________CO-PAY________

PLEASE LET US KNOW IF YOU ARE COVERED BY MORE THAN TWO INSURANCE POLICIES.

REFERRAL SOURCE (HOW DID YOU FIND US?)

RELATIVES _____________________  EMERGENCY ROOM______________

PROVIDENCE REFERRAL___________AK REGIONAL REFERRAL_______

ANOTHER DOCTOR______________     CDC WEB SITE______________

FRIENDS ______________                  HEALTH DEPARTMENT___________

YELLOW PAGES______                     OTHER____________

THE INFORMATION I HAVE GIVEN IS CORRECT TO THE BEST OF MY KNOWLEDGE. I UNDERSTAND THAT IT WILL BE HELD IN THE STRICTEST OF CONFIDENCE. 

I CERTIFY THAT I (OR MY DEPENDENTS) AM/ARE COVERED WITH ___________________ AND ASSIGN DIRECTLY TO JAMES BRIGGS,M.D. ALL THE INSURANCE BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY INSURANCE. I HEREBY AUTHORIZE THE DOCTOR TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF BENEFITS. I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL MY INSURANCE SUBMISSIONS WHETHER MANUAL OR ELECTRONIC. 

X____________________________________                 ___________________

                       SIGNATURE                                                      DATE 


