|Patient Information I

Patient's Name

Central lllinois Hearing
2534 Farragut Drive
Springfield, IL 62704-1457
217-726-6101

First Initial Last
Address
City State Zip Code
Home Phone Work Phone Email
Date of Birth Age Sex M F Marital Status
(circle)
Employment Status FullTime PartTime Retired None Student Status FullTime PartTime None
(circle) (circle)
Primary Physician
Emergency Contact Name Phone
(Name) (Phone)
How was patient referred (Circle) Newspaper Ad Yellow Page Friend Gov't Agency Self Other
|Primary Insurance Information I (if patient is also the insured, enter 'SAME' for name & address)
Insured's Name
First Initial Last
Address
City State Zip Code
Home Phone Work Phone
Patient Relation to Insured Self Spouse Child Other Insured Date of Birth Insured Sex M F
(circle) (circle)
Insured Employment Status FullTime PaI(TTlIII)le Retired None Insured Employer
circle,
Insurance Co. Name
Member ID Number Group Number
|Seconday Insurance Information I (if patient is also the insured, enter 'SAME' for name & address)
Insured's Name
First Initial Last
Address
City State Zip Code
Home Phone Work Phone
Patient Relation to Insured Self Spouse Child Other Insured Date of Birth Insured Sex M _F
(circle) (circle)
FullTime PartTime Retired None
Insured Employment Status B Insured Employer
circle

Insurance Co. Name

Member ID Number

Group Number

Assignment of Benefits: | hereby assign all money to which | am entitled for expenses relative to the professional services rendered by Central
lllinois Hearing reported herein, but not to exceed my indebtednes to said office.
above my indebtedness will be refunded to me when my bill is paid in full.
covered by my insurance company or any fees assigned by a collection agency.

It is my understanding that any money received over and
| understand that | am responsible for any and all charges not

Signed Date




