
PREMIER SURGICAL ASSOCIATES 
PATIENT INFORMATION FORM (PLEASE PRINT AND USE BLACK INK) 

 

                                                                 PATIENT INFORMATION                          Pt#_______________ 
Date: ______________________ 

 

Patient Name (First, Middle, Last) ______________________________________________________     Sex:   M   F (circle one) 

 

Social Security No. _______________________________                       Date of Birth __________________________ 

 

Race: (circle one) C/W, H/L, B, O, Not Reported/Refused    Ethnicity: (circle one) C/W, H/L, B, O, Not Reported/Refused    

 

Language: ________________________                  Marital Status: (circle one) S, M, D, W, Legally Separated     
 

Employment Status:  (circle one)  Employed , Unemployed, Self Employed, Disabled, Retired, F/T Student, P/T Student        

 

Employer _______________________________________________ Occupation ________________________________________ 

 

 
 

Patient Mailing Address ____________________________________ City ___________________ State _____ Zip _____________ 

 

E-mail Address ______________________________________________________________________________ 

 

Home Phone ____________________________ Work Phone ______________________ Cell Phone ________________________ 

**By including your cell phone number, you have given Premier consent to call your cell phone for appointment reminders using our 
automated system.**

 

Referring Physician (Include Phone No.) ______________________________________________________________________ 

Other Current  Physicians (Include Phone No.) 

 

Primary Care(PCP) ___________________________________  Other ________________________________________________ 

 

Cardiology __________________________________________ Gastrology____________________________________________ 

 

Pulmonary __________________________________________ Endocrinology _________________________________________ 

 

Nephrology _________________________________________ Dialysis Center _________________________________________ 

 
 

LOCAL PHARMACY ONLY 
 

Preferred Pharmacy ___________________________________________________ Phone No. ____________________________ 

 

Pharmacy Address _________________________________________ City __________________ State ______ Zip ____________ 

 

 

EMERGENCY CONTACT INFORMATION 
 

Contact Name (First, MI, Last) ____________________________________________________________ Sex:   M  F  (circle one) 

 

Relationship to the Patient:___________________________________  Language: ___________________________ 

 

Home Phone _______________________________ Work Phone _____________________ Cell Phone _____________________ 

 

Contact is a Parent/Guardian: Y  N  (circle one) If patient is under the age of 18, Emergency Contact should be a Parent or Guardian   

                                                                               unless patient is an Emancipated Minor. 

 

 

 

 



 

 

INSURANCE INFORMATION 
 

 

PRIMARY Insurance Company 

 
Ins. Co. Name_______________________ Group No. ___________ Member ID ________________ Specialist Co-pay $_______ 

 

Primary Insurance Subscriber:_____________________________________  Relationship to the Patient_________________ 

 

Subscriber’s Social Security No. _____________________________ Subscriber’s Date of Birth ______________________  

 

Subscriber’s Address (if different from patient) _______________________________City _____________State _____Zip ________ 

 

Subscriber’s Home Phone ________________________ Work Phone ____________________ Cell Phone ___________________ 

 

Subscriber’s Marital Status: (circle one)    S, M, D, W, Legally Separated                    Sex:  M  F   

 

Employment Status:__________________ Subscriber’s Employer _______________________________________________  

 

 
 

SECONDARY Insurance Company 

 

Ins. Co. Name_________________________ Group No. _____________ Member ID _________________ 

 

Secondary Insurance Subscriber:____________________________________ Relationship to the Patient:_______________               

 

Subscriber’s Social Security No. _____________________________ Subscriber’s Date of Birth _______________  

 

Subscriber’s Address (if different from patient) _______________________________City _____________State _____Zip ________ 

 

Subscriber’s Home Phone ________________________ Work Phone ____________________ Cell Phone ___________________ 

 

Subscriber’s Marital Status: (circle one)    S, M, D, W, Legally Separated                    Sex:  M  F   

 

Employment Status:____________________ Subscriber’s Employer:__________________________________________ 

 

 
 

WORKERS COMPENSATION or AUTO INSURANCE INFORMATION 

 
Your Supervisor ___________________________________________ Supervisor’s Phone No. _____________________________ 

 

Workers Compensation or Auto Insurance Phone No. _____________________________________ 

 

Claims Address _________________________________________ City ________________________ State _____ Zip __________ 

 

Adjuster’s Name _____________________________________________Adjuster’s Phone No. _____________________________ 

 

Claim No. _____________________________________ Approval No. _________________________________________________ 

 

Date of Injury _________________ Did injury occur at work:  Y  N  (circle one)    Auto Accident:  Y  N  (circle one) 

 

Briefly describe injury or accident ______________________________________________________________________________ 

 

                                                          
Do you have any of the following: (circle all that apply) Living Will, Do Not Resuscitate (DNR), Power of Attorney (POA), End of Life 

Decision, No Cardio-Pulmonary Resuscitation (CPR), None      

 

 



 

Patient Name:                                                                                                                                      Pt# 

 

 

 

 
 

NOTICE OF PRIVACY PRACTICIES ACKNOWLEDGED 
(Available in office UPON REQUEST) 

I have been given an opportunity to review, ask questions about and understand Premier Surgical Associates’ Notice of Privacy 

Practices for Protected Health Information (Notice) 

 

 

Patient’s Signature X ___________________________________________________________________Date_________________ 

 

 

PREMIER SURGICAL ASSOCIATES, PLLC 

PLEASE READ 
 

All charges are due at the time of service.  If hospitalization or surgery is indicated, we will file your claim directly to your insurance 

company.  Please remember that most insurance companies do not pay the full amount, and therefore, you are responsible for the 

balance.  If there is a problem paying the balance in full, please let us know and we will be happy to work with you. 

 

 

FINANCIAL RESPONSIBILITY 

(Financial Policy is available in office UPON REQUEST) 

 

I understand and commit to the following: 

1. I have received a copy of Premier’s financial policies and have read and understand these policies. 

2. I will pay my co-pay, deductible and co-insurance at the time of service. 

3. I will provide the most current insurance information and immediately notify Premier of changes. 

4. If surgery is required, all or a portion of my financial responsibility must be paid prior to surgery. 

5. I will follow my insurance company’s requirements for referrals and pre-authorizations and I understand that if I fail to do so, my 

insurance benefits will be reduced and I will be responsible for all denied balances. 

6. I understand that I am responsible for all balances.  

7. If I have no insurance, I have informed Premier and I am responsible for 100% of all balances. 

8. A collection fee of 30% will be added to all my accounts that are turned over to collection agencies. 

 

 

Patient’s Signature X _____________________________________________________________________Date________________ 

 

 

 

INSURANCE AUTHORIZATION AND RELEASE 
 

I request that payment of authorized benefits – including Medicare, and any other government sponsored program, private insurance, 

and any other health plans – be made to Premier Surgical Associates, PLLC for any services furnished by that provider.  I authorize 

any holder of medical information about me to release to those persons or companies presenting a legitimate request for such 

information needed to determine these benefits or the benefits payable for related services.  I authorize Premier Surgical Associates, 

PLLC to act as my agent to help me obtain any required pre-certification as well as acting as my agent to help me obtain payment from 

mu insurance companies.  I authorize my insurance companies to give Premier Surgical Associates, PLLC any information they 

require to fulfill this function.  This will remain in effect until revoked in writing.  A photocopy of this assignment and release is to be 

considered as valid as the original. 

 

 

Patient’s Signature X ____________________________________________________________________Date_________________ 

 

 

 
 
 
 
 



 
 

 
MISSED APPOINTMENT POLICY 

 
In order to provide the best care and service to our patients, we ask that you notify us 24 hours in advance to cancel and/or reschedule 
your office visit, ultrasound or other diagnostic test appointment.  A minimum of 30 and up to 90 minutes is set aside for each 
appointment and your communication and compliance is much appreciated by your physician and supporting staff. 
Please be aware that if 24 hour notice is not received a fee of $25 may be charged to your account which must be settled 
before another appointment is scheduled. 

Please call us if you are unable to keep your scheduled appointment.  This will provide us an opportunity to reschedule your 
appointment to a more convenient time and avoid any additional charges on your account. 

 
Patient’s Signature X ___________________________________________________________________ Date__________________ 

 

 

 

 
 

 

FOR MEDICARE SUPPLEMENT POLICIES ONLY 
ONE-TIME MEDIGAP ASSIGNMENT AND RELEASE 

 

__________________________________________________________     _______________________________________________ 

                                         Name                                                                                                   Medicare Number 

 

 

__________________________________________________________     _______________________________________________ 

                            Medigap Policy Name                                                                                Medigap Policy Number 

 

 

I request that payment of the authorized Medigap benefits be made on my behalf to Premier Surgical Associates, PLLC for services 

furnished to me by them.  I authorize any holder of medical information about me to release it to: 

 

 

                                                                                           Name of Policy 

 

Any information needed to determine these benefits to the benefits payable for related services.  This will remain in effect until revoked 

in writing.  A photocopy of this assignment and release is to be considered as valid as the original. 

 

 

Patient’s Signature X ___________________________________________________________________ Date__________________ 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Premier Surgical Associates, PLLC 
 
Limited Patient Authorization for Disclosure of Protected Health Information  

Please print all information.  Form must be signed and dated each year. 

Patient Name:     

SSN (last four digits):   Date of Birth:   
 
 
Entity Requested to Release Information: 
 
 
 

Purpose of request (who will be authorized to receive information) - I authorize the entity identified above to disclose or provide protected 

health information, about me to the individual(s) listed below. 
 

Who will be authorized to receive information (list the individual/entity who is to receive your PHI): 

Individual/Entity Name:   

Address:   

Phone:   

 

Description of information to be disclosed - I authorize the practice to disclose the following protected health information about me 

to the entity, person, or persons identified above:  

Entire patient record; or, check only those items of the record to be disclosed: 

 office notes  nursing home, home health, hospice, and other physician records 

 lab results, pathology reports record of HIV and communicable disease testing 

 x-rays;   record of mental health or substance abuse treatment 

 financial history report (previous 3 years only).Only send the following:   

 

Purpose of disclosure (please record the purpose of the disclosure or check patient request): 

 Patient Request Other (please specify):   

 

 This authorization will expire at the end of the calendar year of your last signature below, unless you specify an earlier termination.  You 

must renew or submit a new authorization after the expiration date to continue the authorization. Please list the date of expiration if 

earlier than the end of the calendar year:      
 

 You have the right to terminate this authorization at any time by submitting a written request to our Privacy Manager.  Termination of this 

authorization will be effective upon written notice, except where a disclosure has already been made based on prior authorization. 

 

 The practice places no condition to sign this authorization on the delivery of healthcare or treatment. 

 

 We have no control over the person(s) you have listed to receive your protected health information.  Therefore, your protected health 

information disclosed under this authorization may no longer be protected by the requirements of the Privacy Rule, and will no longer be 

the responsibility of the practice. 

 

    

patient or representative signature date 

    

patient or representative signature date 

    

patient or representative signature date 

    

patient or representative signature date 

You have the right to receive a copy of signed authorizations upon request. 
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