Endocrine Associates of Spokane, PLLC

Spokane Osteoporosis Center

Colleen R. Carey, M.D.                       Lynn A. Kohlmeier, M.D.

ENDOCRINE ASSOCIATES PATIENT INFORMATION

PATIENT NAME
 BIRTHDAY
 AGE


ADDRESS
 CITY
 STATE
ZIP


SOCIAL SECURITY#
 GENDER(M/F)
 HOME PHONE


EMPLOYER
 WORKPHONE
 CELL PHONE


SPOUSE NAME
 EMPLOYER
 WORKPHONE


EMERGENCY CONTACT
 PHONE


RESPONSIBLE PARTY

PERSON RESPONSIBLE FOR BILL
   RELATIONSHIP TO PATIENT


ADDRESS
                    CITY
        STATE
 ZIP


EMPLOYER
 WORKPHONE
 HOME PHONE


SUBSCRIBER BIRTHDAY
 SUBSCRIBER SS#

INSURANCE INFORMATION

INSURANCE #1:


SUBSCRIBER NAME
 RELATIONSHIP TO PATIENT


INSURANCE COMPANY
 ID MEMBER#
 GROUP#


INSURANCE #2:

SUBSCRIBER NAME
 RELATIONSHIP TO PATIENT 


INSURANCE COMPANY_______________ ID MEMBER#
 GROUP# 


REFFERAL INFORMATION

REFERRING PHYSICIAN

PHONE 


ADDRESS                          CITY            STATE       ZIP 


AUTHORIZATION AND RELEASE

I authorize release of any information concerning my (or my child's) health care, advice and treatment provided for the purpose of evaluating and administering claims for Insurance benefits.

X___________________________________________________        DATE_____________________ (Signature of patient or parent if minor)
FORM-120 Rev-3/06








910 W 5th Avenue, Suite 570    Spokane, WA    Phone:(509) 777-5000      Fax:(509) 777-0366


