
Name of Patient

PCP

Patient Information

Email
Pharmacy Name & Address                        Pharmacy Phone 

Legal Guardian



If I do not pay the entire new balance within 25 days 
of the monthly billing date, a late charge of $15 on 
the balance then unpaid and owed will be assessed 
each month. I realize that failure to keep this account 
current may result in you being unable to provide 
additional services except for emergencies or where 
there is a prepayment for additional services. In case 
of default on payment of this account, I agree to pay 
collection costs and reasonable attorney fees incurred 
in attempting to collect on this amount or any future 
outstanding account balances. 

Name of Insured __________________________________
Relationship to patient ______________________________
Insured’s birthdate ________________________________
SS #/SIN ________________________________________
Employer _______________________________________
Date employed  ___________________________________
Occcupation  _____________________________________
_______________________________________________
Insurance Company  _______________________________
Group #  ________________________________________
Employee/Cert.#  _________________________________
Ins. Co. Address  __________________________________

Primary Insurance
Voicemail ok to leave normal test results ________
         						      Initial

For HIPPA paperwork check:  
	 ________  YES, if you want a copy
	 ________  NO, if you don’t want a copy

Missed appointment is $50 if you don’t call 
and cancel in 24 hours _______
                                         Initial                      
Late Charges is $15  _______
                                      Initial  


