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	Personal Information:

	Today’s Date:
	
	Account #: 
	
	SSN:
	

	First Name:
	
	MI: 
	
	Last Name:
	

	E-mail:
	

	Address:
	

	Zip Code:
	
	City:
	
	State:
	

	Date of Birth:
	
	Age:
	
	Marital Status:
	

	Sex:
	
	May we leave information on your answering machine or voicemail?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	Primary Phone: (number you wish to be reached at)
	
	Mobile #:
	

	Work No:
	
	Occupation:
	

	Employer:
	
	Full Time Student:
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	Date of Injury:_________ Job Related:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  How did the injury occur:__________________________
In the event of an emergency please contact: 

	Name:
	
	Relationship:
	
	Phone No:
	

	Minor Patients:
	Name of Parent/Guardian
	

	Who Referred you?    FORMCHECKBOX 
Physician   FORMCHECKBOX 
Friend   FORMCHECKBOX 
Phone Book   FORMCHECKBOX 
Trainer  FORMCHECKBOX 
Coach   FORMCHECKBOX 
Other
	

	Referring Physician’s Name:
	
	Phone No:
	

	Address:
	

	

	Insurance Information:

	 Please present your insurance card(s) to the receptionist.  Please give complete information.

	Primary Insurance:
	
	Insured’s Name:
	

	Patient’s Relationship to Insured:
	 FORMCHECKBOX 
 Self      FORMCHECKBOX 
Spouse      FORMCHECKBOX 
Child      FORMCHECKBOX 
Other

	Policy #:
	
	Group#:
	
	

	Employer:
	
	SSN:
	
	DOB:
	

	Secondary Insurance:
	
	Insured’s Name:
	

	Patient’s Relationship to Insured:
	 FORMCHECKBOX 
 Self      FORMCHECKBOX 
Spouse      FORMCHECKBOX 
Child      FORMCHECKBOX 
Other

	Policy #:
	
	Group #:
	
	

	Employer:
	
	SSN:
	
	DOB:
	

	NOTICE REGARDING INSURANCE CLAIMS/PAYMENTS:

I authorize the release of any information including the diagnosis and the records of any treatment or examination rendered to my child or me during the period of such care to third party payers and/or other health practitioners. I authorize/request my insurance company to pay directly to the physician or physician’s group insurance benefits otherwise payable to me. I understand that my insurance carrier may pay less than the actual bill for services. I understand that I may be charged a missed appointment fee of $20. I agree to be responsible for payment of all services rendered on my behalf or my dependents. I also agree to pay any additional fees for collections of my balance if not paid in a timely manner. 

	I have read the above information and understand that I am responsible for payment for services received.

	Patient/Guardian Signature:
	
	Date:
	


Samuel R. Goldstein, M.D.  (  Cherie B. Miner, M.D.  (  James A. Flanagan, M.D.  (  Renee S. Riley, M.D.

880 Montclair Road, Suite 577  (  Birmingham, AL 35213  (  (205) 595-6757  (  Fax (205) 595-0472
