NORTH STAR MEDICAL GROUP, P.C.
PATIENT INFORMATION

















   CELL PHONE:





  PRIMARY PHYSICIAN:                                                   .                                       PHARMACY: 

EMERGENCY CONTACT

INSURANCE INFORMATION

~~ PLEASE HAVE YOUR INSURANCE CARDS and PHOTO ID READY FOR PHOTOCOPYING ~~


   



   


INSURANCE RELEASE INFORMATION

I HEREBY AUTHORIZE THE OFFICE OF NORTH STAR MEDICAL GROUP, P.C. TO RELEASE TO MY INSURANCE COMPANY ANY NECESSARY INFORMATION NEEDED TO FILE AND EXPEDITE PAYMENT ON MY CLAIM. I FURTHER ASSIGN ANY BENEFITS PAYABLE ON MY BEHALF TO DR. ___________________ AND NORTH STAR MEDICAL GROUP, P.C.  I UNDERSTAND I AM FINANCIALLY RESPONSIBLE FOR ANY BALANCE NOT COVERED BY MY INSURANCE CARRIER.

PATIENT SIGNATURE:
_______________________________________________________     DATE: 

                                                                         Signature of patient/guardian/responsible party

DATE OF BIRTH: � MERGEFIELD PatientDOB ��





PATIENT NAME: 





HOME PHONE: 





ADDRESS: 





ZIP: � MERGEFIELD PatientAddrZip �«PatientAddrZip»�





CITY: 





STATE: � MERGEFIELD PatientAddrState �«PatientAddrState»�





SOCIAL SECURITY # 





WORK PHONE: 





EMPLOYER: � MERGEFIELD Employer ��





REFERRING PHYSICIAN: 





PHONE:  





PT. RELATIONSHIP: � MERGEFIELD ContactRelationship �«ContactRelationship»� 





NAME: 





PHONE: 





NAME OF INSURED: 





PRIMARY INS: 





DOB: 





POLICY # 





GROUP # 





NAME OF INSURED: 


 





SECONDARY INS: 





DOB: 





POLICY # 





GROUP # � MERGEFIELD SecPlanGroupNumber ��








