
I Care Internal Medicine 
Patient Information 

 

 

Patient Name: _________________________________________________________                                                                                              

 

Street Address: ________________________________________________________                                                                                              

 

 City: ___________________ State: ______________ Zip: ________________ 

 

Home Phone: __________________   Cell Phone: ________________________                                             

 

Date of Birth: ___________________  Marital Status: ______________________                               

  

Primary Language: _______________  Sex: _______________________          

 

*Race: _________________    *Ethnicity: __________________  

 Decline     Decline 

 

 

Insurance Information 

 

Primary Insurance: _______________________________________________________                                                  

 

Subscriber Name: _____________________ Date of Birth: _______________________  

 

Subscriber ID: ________________________ Group Number: ______________________                                       

 

 

 

Emergency Contact Name: _________________________________________________                                                      

                

 Phone Number: _______________________ Relationship to patient: ________________ 

 

 

 
I hereby assign my insurance benefits to be paid directly to Mohammad Jamil M.D. I certify that the 
information above is true and correct to the best of my knowledge. I will notify the practice of any changes to 
this information. I understand that I am financially responsible for all charges which my insurance does not 
cover including copays; deductibles; coinsurance and non-covered services. Further I agree that if I do not pay 
these charges after 90 days of the initial statement and collection action is instituted, an additional 33% of the 
amounts due will be added to the outstanding balance. 
 

 

Signature: ______________________________________    Date: ____________________    

   












