BAYSHORE WOMENS HEALTHCARE

Patient Nae: DB/ | Ag
(Narre) (Fedade nacimenn)  (Edkd)
Social Secuity# - - MaielSas S M D
(segurosocial)

ol - - He - - Wok__ -
(cellular) (o) (trabejo)
Addess(direccion):

- ext

City: State: ZipCock:
(Cluded) (estaco) (codligopostal)
Patient Ocoupation:
Employer(empleactor)
Employer Address(dlireccionde empleadior)

SpouseName(nhombrede esposo):.
SpouseDOB{fetade nacimiento); / /
SpouseEmployerand address (empleadory direccion):.

Phone(telefono) - - ext
Information/ Informmacionde Seguro

Primary InsuranceConpary.

Address(dlireccion);
Phone(telefono); - -

Group# SubsoriberMaTber#
Subsoriber; Relationto patient (relacior)
Secondary Insurance:
Address(dlireccion);
Phone(telefono); - -

Group# SubsoriberMiThert
Suboscriber Relationto patient(relacion)
Release of informationandassigmmentof benefits

| directlyassignall medical/surgicalbenefitsto and understandthat | am financiallyresponsiblefor all chargeswhether

or not paid by the insurance. | herebyauthorizethe doctorto releaseall informeationnecessaryto securethe paymentof benefits. | furtheragreethat a
photocopyof this agreementshall be as validas the origirel.
Sign; Date:

(compeniade seguroprimario)

3661 South Miami Avenue -Suite 704 Miami, Florida 33133
305-854-8112 office / 305-854-1633 fax



