
NEW PATIENT INFORMATION

City State Zip

S   o M   o D   o W   o

City State Zip

City State Zip

City State Zip

Birth date Email AddressMarital Status

Name

Social Security Number

Address

Home Phone Number Cell Phone Number Work Phone Number

Place of Employment Occupation

Place of Employment Primary Phone Number      Home   o  Cell  o Work Phone

Spouse/Partner's Name Birth date Occupation

Referring Doctor/Primary Physician

INSURANCE INFORMATION

Relationship

Insurance Company Contract/Policy Number

Name of Employer Group Number

Relationship

Address

Address

Relationship

In Case of Emergency Please Notify:

Name

Name of Policy Holder

Insurance Company Contract/Policy Number

MEDICARE ASSIGNMENT

I hereby authorize Sparks & Favor, PC to release any information acquired in my examination or treatment to any insurer, government agency providing benefits, or to 

anyone for charges. I hereby assign and authorize payment directly to Sparks & Favor, PC of all benefits payable under the terms of any insurance policy listed above. I 

realize the insurance, and/or liability claims may not pay all of the bill. I agree to pay the difference or the entire bill if necessary.  I also agree to pay costs of collection, 

including Attorney's fee and waive my exemption under the constitution and laws of the State of Alabama.

Patient or Responsible Party _________________________________________________________     Date__________________________

Statement to permit payment of medical benefits to physicians.

I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize any holder of medical or other 

information about me to release to the Social Security Administration or its intermediaries or carriers any information needed for this or related Medicare claim. I 

request the payment of authorized benefits be made on my behalf. I assign benefits payable for physicians service or organization furnishing the services or authorize 

such physician or organization to submit a claim to Medicare for payment to me.

Patient or Responsible Party _________________________________________________________     Date__________________________

ALL OTHER INSURANCE

Date of Birth

Name of Policy Holder Date of Birth

Address

Primary Phone Number      Home   o  Cell  o Work Phone Number

Name of Employer Group Number
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