PLEASE PRINT



NAME :______________________________________/________________________________/_______________ BIRTH DATE:_____________________MALE/ FEMALE                                              
LAST                                                             FIRST                                           M.I.

ADDRESS:___________________________________________________________ CITY:________________________________________ ZIP CODE:__________________

TELEPHONE # Home  (________)_______________________________________Cell  (_______)___________________________Work( ________)__________________  
EMAIL ADRESS:   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 @______________
SOCIAL SECURITY # __________-________-___________
How would you like us to contact you:

 FORMCHECKBOX 
Home
 FORMCHECKBOX 
Cell

 FORMCHECKBOX 
Work
 FORMCHECKBOX 
Email
 FORMCHECKBOX 
MARRIED
 FORMCHECKBOX 
SINGLE
 FORMCHECKBOX 
WIDOWED
 FORMCHECKBOX 
DOMESTIC PARTNER
EMPLOYER:_______________________________________________________________________ PHONE # (______) ___________________________________________
EMPLOYER ADDRESS:_________________________________________________________________________________________________________________________

    SPOUSE: __________________________________________SPOUSE’S BIRTH DATE_________________SPOUSE’S EMPLOYER_______________________________
    EMPLOYER ADDRESS:_______________________________________________________________PHONE(______)________________________________________
   PREFERRED LANGUAGE:
 FORMCHECKBOX 
English 
 FORMCHECKBOX 
Spanish
 FORMCHECKBOX 
Other
   RACE:  FORMCHECKBOX 
 American Indian or Alaska Native     FORMCHECKBOX 
Asian     FORMCHECKBOX 
African American     FORMCHECKBOX 
Native Hawaiian or other Pacific Islander






 FORMCHECKBOX 
White
 FORMCHECKBOX 
Mixed
 FORMCHECKBOX 
Refused  to respond
   ETHNICITY:  FORMCHECKBOX 
Hispanic    FORMCHECKBOX 
Not Hispanic     FORMCHECKBOX 
Refused to respond  
   EMERGENCY CONTACT:  NAME ___________________________________________PHONE #_____________________________
    IF PATIENT IS A MINOR -   RESPONSIBLE PARTY : ___________________________________________________RELATION TO PT ______________________
*******************************************************************************************************************

 FORMCHECKBOX 
MEDICARE    FORMCHECKBOX 
MEDI-CAL   FORMCHECKBOX 
 OTHER MEDICAL INSURANCE ___________________________________________________________________                    

SUBSCRIBER NAME: __________________________________________________________________________________ EFFECTIVE DATE ______________________
************************************************************************************************************************************************
VISION  INSURANCE :   FORMCHECKBOX 
VSP       FORMCHECKBOX 
MES     FORMCHECKBOX 
SUPERIOR
SUBCRIBER NAME:  _______________________________________________ DOB: _________________________LAST 4 NUMBERS OF SS#_____________________

************************************************************************************************************************************************
________________________________________________________________________________________________________________________________________________

NEAREST RELATIVE NOT LIVING WITH YOU


ADDRESS



PHONE #

RELEASE OF MEDICAL INFORMATION AND BENEFITS PAYMENT

I REQUEST THAT PAYMENT OF INSURANCE BENEFITS BE MADE ON MY BEHALF TO: 

LAWRENCE GEISSE, M.D. FOR SERVICES FURNISHED ME BY THAT DOCTOR.    I PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL AND AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME RELEASED TO DETERMINE THESE BENEFITS OR THE BENEFITS PAYABLE FOR RELATED SERVICES.

Signature___________________________________________________________                    Date_________________________________  

11/2013


