FAMILY PRACTICE CLINIC

Gabrielson Clinic
vonf O .ft-‘.f?r.f.fﬁ'i’

‘" 1316 8. Main St.
PO Box 186 Clarion, IA

OFFICE USE ONLY
Clinic MR #

First Name (Legal)

50525 (515) 532-9287

PATIENT INFORMATION

Patient Occupation

Last Employer Mame
Mailing Address Employer Address
City State Zip+d Employer City, State, Zip
Phone Number Social Security Number Patient Waork Phone #
Birthdata Sex Mar. 5t.
In Case of Emergency (friend or relative that does not live with you)
Mame Relationship o Patent
Phone Number Work Phone Number

GUARANTOR INFORMATION
Phrone Number

Guarantor Name (If same as above, skip to insurance information)

Social Security Number Relationship to Patent

Mailing Address

Guarantor Employer

City

Ins. Company Mame & Address

State Zip

Guarantor Employer Phone Mumber

PRIMARY INSURANCE

Relationship 1o Patient

Policy Mumber

Group Number

Policy Hodder's 55 Mumber

Policy Hodder's Date of Birth

Effective Date

Expiration Date

Policy Hotder's Employer Mame

Phone Number

Faolicy Holder's Mame

Ins. Company Mame & Address

SECONDARY INSURANCE (Medicare supplement or secondary insurance)

Relationship 1o Patient

Policy Mumber

Group Number

Policy Hodder's 55 Mumber

Policy Hodder's Date of Birth

Effective Date Expération Date Policy Hotder's Employer Mame Phrone Number
Paolicy Holder's Mame
TERTIARY INSURANCE
Ins. Company Name & Address Relationship to Patient
Policy Mumber Group Number

Policy Hodder's 55 Mumber

Policy Holder's Diate of Birth

Effective Date

Expération Date

Policy Hofder's Employer Mame

Phone Number

Paolicy Holder's Mame

wr g anatan mat




Patient Name

The

Gabrielson Clinic Patient # Date
oS TV SIS Clinic MR #
( 1316 S. Main St.

PO Box 186 Clarion, IA
50525 (515) 532-9287

PLEASE LIST OTHER IMMEDIATE FAMILY MEMBERS

MName First, M. |. Last Date of Birth Name First, M. |, Last Date of Birth

Mame First, M. |. Last Date of Birth Name First, M. |. Last Date of Birth

FINANCIAL RESPONSIBILITY AND ASSIGNMENT OF BENEFITS

| understand that | am financially responsible (regardless of who is listed as the responsible party) to pay WMC
Family Practice Clinic it's usual charges for all services received through WMC Family Practice Clinic, including any
balances not covered by my insurance carrier(s). | hereby assign all my rights to receive any and all insurance
proceeds, otherwise payable to me, for coverage(s) provided by my health insurance carrier(s), listed on the other
side of this document, to WMC Family Practice Clinic, and direct that payment of proceeds be made directly to WMC
Family Practice Clinic.

RECORDS RELEASE FOR CLAIMS PAYMENT

| authorize the release of medical record information or excerpts thereof to any insurance company or third party
payer for utilization management audit purposes and/or purposes of verifying the services rendered and
obtaining payment of the account. | understand that execution of this authorization waives my right of confidentiality
as to the material released pursuant to this authorization.

My signature below represents | have read and understand the terms and statements above.

This authorization form will remain in effect unless revoked by me in writing, and may not be revoked as to services
rendered prior to my notice or revocation. A photocopy of this authorization form is to be considered as valid as an
original.

Patient or Legal Guardian Signature Date

MEDICARE PATIENTS WITH MEDICARE SECONDARY INSURANCE

Are you employed? Yes No
Are you covered by your own or by your spouse's employer group health insurance? Yes No
Do you receive Black Lung Benefits? Yes No Are you an ESRD patient? ____ Yes No

| hereby assign all my rights to receive any and all insurance proceeds provided by my Medicare secondary health
insurance carrier to WMC Family Practice Clinic, and direct that payment of proceeds be made directly to WMC
Family Practice Clinic. | authorize the release of medical record information or excerpts thereof to the insurance
company listed as Secondary insurance on the other side of this form for utilization management audit purposes
andlor purposes of verifying the services rendered and obtaining payment of the account. | understand that
execution of this authorization waives my right of confidentiality as to the material released pursuant to this
authorization.

Patient or Legal Guardian Signature Date

(For Office use only)

*** Attach copy of insurance card(s) front and back here ***
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