ALGONE ANC

INTERVENTIONAL PAIN
9500 Independence Drive, Suite 700, Anchorage, AK 99507

PATIENT DEMOGRAPHICS
Last Name: First Name: Middle Initial: Date of Birth:
Previous name(s) used: Biological Gender: SSN#:

~ Male ~ Female

Mailing Address: City State/ ZIP
Residence/ Street Address City State/ ZIP
Primary Phone: Secondary Phone: Race: Ethnicity:
Language Marital Status Employer Can we call you at work?

If yes, work phone #

May we e-mail you information relevant to your condition, clinic announcements, etc.?
I~ Yes

™ No
If yes, please provide e-mail

RESPONSIBLE PARTY (MINORS ONLY)

Last Name: First Name: Ml Date of Birth:
Mailing Address City State/ ZIP
Phone: SSN #: Relation to Patient:
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ALGONE ANC

INTERVENTIONAL PAIN
9500 Independence Drive, Suite 700, Anchorage, AK 99507

Patient Demographics Continued

INSURANCE INFORMATION

PRIMARY Insurance: Policy #: Group #:
Policy Holder: DOB:
Relationship: Social Security #:

SECONDARY Insurance: Policy #: Group #:

Insured: DOB: Social Security #:
GENERAL INFORMATION
Person to contact if unable to reach patient

Phone/Cell: Relationship:

Name:

How did you hear about us?

Preferred Pharmacy:

Primary Care Provider to send office note to:

Who do you authorize to pick up your prescriptions?

| hereby assign all medical and /or surgical benefits to include major medical benefits to which | am entitled
including Medicare, private insurance, PPO plans, Medicaid, RR Medicare, and all other health plans to Algone
Anchorage. This assignment will remain in effect until revoked by me in writing. A photocopy of this
assignment is to be considered valid as an original. | understand that | am financially responsible for all
charges whether or not paid by said insurance (including Medicaid). | hereby authorize said assignee to

release all information needed to secure the payment.

Signature
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