RAAD AL-SHAIKH, MD

PATIENT NAME: ___________________________________________________________________________________________________




                      LAST


                     FIRST


                  MIDDLE

ADDRESS:____________________________________________________________________________________________________________




STREET





CITY

STATE


ZIP

HOME PHONE: (_______) _______-_________ WORK PHONE: (_______) _______-_________ CELL PHONE: (______) ______-______
BEST PHONE # TO REACH YOU AT: (__________) ____________-_________________

SS# _____________-________________-_______________     AGE: _________________ DOB _______________/___________/___________


REFERRING PHYSICIAN: _______________________________________________________PHONE: (________) ________-___________  

PRIMARY CARE PHYSICIAN: ____________________________________________ PHONE: (_________) __________-______________




ADDRESS:____________________________________________________________________________________________________________




STREET





CITY

STATE


ZIP

*IS THIS INJURY WORK RELATED:    Y    /    N
        

LAST DAY WORKED: _______/_________/______         JOB DESCRIPTION: __________________________________________________

HOW DID YOU HEAR ABOUT US?:______________________________________________________________________________________

REASON FOR APPOINTMENT: _________________________________________________________________________________________






                       * (Injured area, area of discomfort, etc.)

DATE OF INJURY: ______/_______
/_______ 
X-RAYS TAKEN?:     Y        N       WHERE?: _______________________________







EMPLOYER:




_______________________ EMPLOYER PHONE: (_______) ________-_________


EMPLOYER’S ADDRESS: ______________________________________________________________________________________________


_____________________________________________________________________________________________________________________
















I hereby authorize my insurance benefits to be paid directly to RAAD AL-SHAIKH, MD I understand I am financially responsible for non-covered services and balances remaining after insurance pay.

I authorize   RAAD AL-SHAIKH, MD  to release any information required to process this claim.












/
/




(Patients or Guarantor’s Signature)





   (Date)
