	                                                                 Scottsdale Surgical Solutions 

 □  Keith Zacher, MD  

	PATIENT INFORMATION


	LAST NAME                                     FIRST NAME                 MI                      

	BIRTHDATE

	AGE

	SOCIAL SECURITY #


	HOME ADDRESS

	CITY

	STATE

	ZIP

	SEX     □  MALE     □  FEMALE


	HOME PHONE #

	EMAIL   
	CELL PHONE #

	MARITAL STATUS:   □ MARRIED     □ SINGLE

□ WIDOWED       □ DIVORCED    □ OTHER


REFERRING PHYSI

	IAN PHONE#


	HOW DID YOU HEAR ABOUT US:    □ PROVIDER REFERRAL     □ INTERNET     □ WORD OF MOUTH     □ PREVIOUS PATIENT     □ CURRENT PATIENT               □ BROCHURE     □ INSURANCE    □ HOSPITAL  □ CONCENTRA    □ MAGAZINE    □ RADIO    □ OTHER       
	
	MANDATORY-PER NEW CMS GUIDELINES  

	LANGUAGE

□ ENGLISH □ SPANISH

□ RUSSIAN □ CREOLE 

□ OTHER _____________                        

	ETHNICITY 

□ LATINO/HISPANIC              □ NON LATINO/NON HISPANIC
	RACE 

□ ASIAN □ NATIVE HAWAIIAN □ OTHER PACIFIC ISLANDER □ BLACK/AFRICAN AMERICAN

□ AMERICAN INDIAN/ALASKA NATIVE □ WHITE □ REFUSE TO REPORT


	RESPONSIBLE PARTY INFORMATION (financial responsibility) 


           MI       

	              
	HOME PHONE


	ADDRESS

	CITY

	STATE

	ZIP

	SOCIAL SECURITY #


	EMPLOYER

	OCCUPATION

	WORK PHONE


	EMPLOYER ADDRESS

	CITY

	STATE

	ZIP

	RELATIONSHIP TO RESPONSIBLE PARTY

□ SELF    □ SPOUSE    □ CHILD    □ OTHER



EMERGENCY

	INFORMATION

	NEXT-OF-KIN OR CONTACT INFO – 

	PHONE 


	PHARMACY 


	NAME AND LOCATION

	PHONE 


	INSURANCE INFORMATION-SUBSCRIBER PARTY INFORMATION


SUBSCRIBER

	NAME AND SOCIAL SECURITY

	DATE OF BIRTH

	
	GROUP NUMBER

	IDENTIFICATION NUMBER


	ADDRESS

	CITY

	STATE

	ZIP

	PHONE


	SECONDARY INSURANCE

	SUBSCRIBER NAME AND SOCIAL SECURITY

	DATE OF BIRTH


	GROUP NUMBER

	IDENTIFICATION NUMBER


	ADDRESS

	CITY

	STATE

	ZIP

	PHONE NUMBER


	ASSIGNMENT OF BENEFITS, FINANCIAL POLICY TERMS AND RECORDS RELEASE


	ASSIGNMENT OF BENEFITS

I have read, agree to and signed the Scottsdale Surgical Solutions Financial Policy.  I agree I will be responsible for any unpaid balances for any reasons.
I hereby authorize direct payment to Scottsdale Surgical Solutions of any medical benefits payable to me for the services provided at Scottsdale Surgical Solutions.

X________________________________________________________________________________________________________________________________________

Patient Signature or Signature of Guardian or Parent                                                                                                                                      Date

RECORDS RELEASE

I hereby authorize Scottsdale Surgical Solutions to release my records to my insurance company and/or primary care physician for the purpose of processing my insurance claims. This authorization shall remain in effect as long as charges are being submitted for insurance claim processing or as long as dictated by payor.

X________________________________________________________________________________________________________________________________________

Patient Signature or Signature of Guardian or Parent                                                                                                                                       Date


	□ NEW REGISTRATION   □ UPDATED ⁯                                                                                                                            TIN    82-1645050                                                                         ⁯


	


Revised:March 2015



