
Patient Name: ________________________________DOB:___/___/___  Age: ______________
(Nombre) (Fecha de nacimiento)        (Edad)
Social Security#_______-_______-_______           Marital Status:   S    M   D
(seguro social)
Cell:____-_____-_____    Home: _____-_____-_____   Work:_____-_____-_____ext:_____
(cellular)                          (casa)                                   (trabajo)
Address (direccion):
____________________________________________________________________________
City: __________________   State:___________________ Zip Code:___________________
(ciudad)                                     (estado)                           (codigo postal)
Patient Occupation:___________________________________________________________
Employer (empleador)________________________________________________________
Employer Address(direccion de empleador)_______________________________________
___________________________________________________________________
Spouse Name (nombre de esposo):______________________________________________
Spouse DOB(fecha de nacimiento):______/______/_______
Spouse Employer and address (empleador y direccion): _____________________________
__________________________________________________________________________
Phone (telefono) _______-________-_______ ext: _______________

Insurance Information/ Informacion de Seguro

Primary Insurance Company: ________________________________________________________
                                (compania de seguro primario)
Address (direccion): _______________________________________________________________
Phone (telefono): ________-________-__________
Group #  ___________________________________ Subscriber/Member#______________________
Subscriber:______________________________ Relation to patient (relacion) ____________________
Secondary Insurance: ____________________________________________________________
Address (direccion):______________________________________________________________
Phone (telefono):_________-________-________
Group #  ______________________________ Subscriber/Member #________________________
Subscriber____________________________ Relation to patient(relacion) ____________________
Release of information and assignment of benefits:
I directly assign all medical/surgical benefits to _______________________and understand that I am financially responsible for all charges whether
or not paid by the insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I further agree that a
photocopy of this agreement shall be as valid as the original.
Sign:__________________________________Date:___________________________

Joseph R. Triana M.D., F.A.C.O.G.                              Albert Triana, M.D.
3661 South Miami Avenue -Suite 704   Miami, Florida 33133

305-854-8112 office  /  305-854-1633 fax


