New Patient Application
*Name:_____________________________________	*DOB:___________	*SSN:_______________
*Address:_____________________________________________________________________________
*Phone(s): ____________________________________________________________________________
*Primary Insurance Co:__________________________________________________________________
*Policy#:________________________________________ *Group#: _____________________________
*Eligibility/Claim Phone Number (on back of Card):____________________________________________
Effective Date:___________________ Deductible:________________ Met:________________________
Copay:__________________ Coinsurance:_______________________ Out of Pocket:_______________
Family Deductible:__________________ Met:___________________ Lifetime max:_________________
Spoke with __________________________ on: _____________________
*Secondary Insurance Co:________________________________________________________________
  *Policy#:_____________________________________    Group#: _______________________________
*Eligibility/Claim Phone Number (on back of Card):____________________________________________
Effective Date:__________________ Deductible:________________ Met:_________________________
Copay:_________________ Coinsurance:______________________ Out of Pocket:_________________
Family Deductible:__________________ Met:__________________ Lifetime max:__________________
Spoke with _____________________ on: __________________________
*Previous Physicians/Facilities:____________________________________________________________
*Previous Diagnosis/Chronic Illness (such as diabetes, blood pressure, surgeries):___________________
__________________________________________________________________________________________________________________________________________________________________________

Insurance Verified by:___________________________________________________________________
Physician Signature: ____________________________________________________________________
APPROVED   /    DENIED
(PLEASE CIRCLE ONE)
*PLEASE FILL OUT ANY HIGHLIGHTED PORTION ONLY AND RETURN TO THE OFFICE*
