Welcome to Our Office Aurora Internal Medicine Clinic, PC

Patient Name: (This section refers to the patient only)

Name: Age Date of Birth
Address: City State Zip
Home Phone: Mobile Phone:

Spouse or aiternative contact information:

Sex: Social Security #: Email:

Employer: Work Phone:

Name and # of Local Pharmacy:

Mame of Mall-in Pharmacy:

**please give the receptionist your insurance card and ID so we can make a copy**

Emergency Notification: (not living with you)

Name: Relationship: Phone:

Consent for test results:

| give Aurora Internal Medicine Clinic, PC, permission to leave all x-ray, appointments, lab results, test results
and other medical information and advice on: (check all that apply).

o mobile phone 0O voice mail home/work O Immediate family member
0 other

| hereby acknowledge that | have received a copy of Aurora internal Medicine Clinic's notice of privacy
practices. | authorize the release of any medical information and payment of medical benefits to the

physicians or supplier for services necessary to process a claim. | agree to be responsible for any deductible,
co-insurance, co-pay or any other balance not paid by my insurance.

Patient Name: Date:

Signature: Relationship to Patient: o self o parent O guardian




Payment Poli
Iwﬁuﬂdhlmmmbhhmmgummwmmdmﬂmmwmmu?ﬁm

1S DUE AT THE TIME SERVICES ARE RENDERED, We are unubie to submit claims to fnsurance companies
unless we are contracted with them. However, payment can be made by check, MC/VISA, or cash. There will bea
520 charge on all returned checks. AslsmmmllmmﬂhmﬂumMHMWur
wﬂu. mqmpmdpmmtbdmnmﬁudnuwﬂlhnmmdnﬂ month fee unti] pai [

Insurance Release: (Sienature and date uired o four i

1 certify thai all the above Information is true and complete. I have read the payment policy end understand it
Signed: Diate:

1mwmrmwmwwmmmmammymmnarmmmrtmwmy
questions regarding this notice answered to my satisfaction,

Diate;

Patient [Patient represenistive signature

Signed:
AIMC, FC representative




