SHC, INC.
PRIMARY LANGUAGE SPOKEN_______________________

(PLEASE PRINT CLEARLY)

PATIENT’S NAME___________________________________________________            BIRTHDATE______________________

                                    (Last)                                          (First)                                   (Middle)

SOCIAL SECURITY#_________________________________________MARITAL STATUS_____________ SEX_____M______F

ADDRESS__________________________________________________________________________________________________

                                                                      (Street)                                                                                                                           (Apt. #)

___________________________________________________________________________________________________________
                                     (City)                                                                                                                           (State)                                    (ZIP Code)
HOME PHONE (          )______________________CELL (          ) _____________________FAX (          )_____________________

DR’S NAME:__________________________________  DR’S PHONE NUMBER/FAX____________________________________
EMPLOYER/SCHOOL_______________________________ADDRESS________________________________________________

NAME OF SPOUSE (OR PARENT)_______________________________EMPLOYER____________________________________

CELL  PHONE (          )____________________________________ WORK PHONE (           )_______________________________

PRIMARY INSURANCE COMPANY___________________________________________________________________________
ADDRESS OF INSURANCE COMPANY_________________________________________________________________________

PHONE NUMBER OF INSURANCE COMPANY (         )____________________________________________________________

POLICY #________________________________________________GROUP #__________________________________________

PRIMARY INSURED’S NAME______________________________DATE OF BIRTH___________________________________

SOCIAL SECURITY NUMBER______________________________RELATIONSHIP TO CLIENT_________________________
SECONDARY INSURANCE NAME/POLICY # _________________________________________________________________
ADDRESS TO SEND CLAIMS TO: ____________________________________________________________________________
_______________________________________________________________PHONE (           )_____________________________
ASSIGNMENT OF BENEFITS/RELEASE OF INFORMATION
I understand that I am financially responsible for all charges for services to me, including the balance remaining after payment of possible insurance benefits unless otherwise stipulated by the insurance contract with the provider.  I further agree that should this account be referred to an agency for collection, I shall be responsible for all collection costs, attorney costs, and court fees.  There will be a $25 charge for all returned checks.

*I authorize payment of medical benefits for professional services rendered to myself furnished by me or the names provided.

*I authorize the release of any medical information necessary to process this claim.
*I have received a client handbook and information regarding HIPAA.

Signed_______________________________________________________________   Date__________________________________________

FOR MEDICARE PATIENTS LIFETIME AUTHORIZATION

I request that payment of authorized Medicare benefits be made to SHC, Inc.  I authorize any holder of medical or other information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits for related services.
Signed______________________________________________________________   Date____________________________________________
