MICHAEL TEIGER . M.D. PATIENT INFORMATION

Work Related or MVA Accident

atient Information:

e (lact, Fairst, Middlel Birthdate Age Sex ACCTH
= - M/P

Addreans City, Brate, Zipcode

Home Fhone wWork DPhone

Sacisl Security Mo Harital Status

Oceupation Employed by

Addrens Cicy, Stace, Zipcode

Primary Care Phnysician: Referring Phyaician

Primary Guarantor:

Mame (Last, Frise, Middle]

Addreas City,S5tate, Zipcode

Emergency Contact:

Name Telephone . Cell Phone:

Primary Insurance:

INBurer Inaured's Hame

;;;L;;s City, Stace, 2ip Code

Patient's Relation co the Insured Ingured's ID Ho. Insurance Fhone B

Insured's Employer ]n;:f@d'a Employer Address Insurance Fhone H

Secondary Insurance:

Insurer Insured's Hams

Fd;ruﬁﬁ Cicy, Scace, 2ip Code

Patient's Relartion co the Insured - Insurad's ID MNo. Insurance Phonef

[naured's Employer [nsured's ;;plﬂTdf hddresa - Ingurance Phone #

I hereby authorize direct payment of surgical/medical benefits to Michael B.Teiger M.D.,F.C.C.P
for services rendered by him or her in persons or under his/her supervision.

I understand that I am financially responsible for any balance not covered by my insurance.

1 certify that the informaticn given by me in applying for payment is correct.

I authorize release of all records on reqguest,

I request that payment of authorized benefits ke made on my behalf.

Patient Signature:

Date:




