minsub
[Date]
HOLLYWOOD DIAGNOSTICS CENTER 4224 HOLLYWOOD BLVD  HOLLYWOOD, FL 33021

	  (Please Print)

	Today’s Date: 
	Referring Doctor:

	PATIENT INFORMATION

	  Patient’s last name: 
	 FORMCHECKBOX 
 Mr.

 FORMCHECKBOX 
 Mrs.
	 FORMCHECKBOX 
 Miss

 FORMCHECKBOX 
 Ms.
	Marital status:  Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 


	
	
	
	Divorced  FORMCHECKBOX 
 Separated  FORMCHECKBOX 
 Widowed  FORMCHECKBOX 


	First:
	Middle:
	Birth date:
	Age:
	Sex:

	
	
	 
	 
	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F

	Street address:
	Social Security no.:
	Home phone no.:

	 
	 
	(     )      

	City:
	State:
	ZIP Code:
	Cell phone no.:

	     
	     
	     
	(     )      

	Occupation:
	Employer:
	Employer phone no.:

	     
	     
	(     )      

	Is this injury or illness related to? :  FORMCHECKBOX 
 Automobile Accident  FORMCHECKBOX 
 Work Related Injury  FORMCHECKBOX 
 Slip & Fall or Other Injury 

	Date of Accident:
	Location of Accident:  FORMCHECKBOX 
 Florida  FORMCHECKBOX 
 Other State List:

	Do you have an Attorney?      FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No

	Attorney or Firm Name:
	Phone Number: 

	Primary INSURANCE INFORMATION

	(Please give your insurance cards and photo identification to the receptionist.)

	 FORMCHECKBOX 
 Medicare

 FORMCHECKBOX 
 Commercial Group Health

 FORMCHECKBOX 
 No-Fault-Personal Injury Protection

 FORMCHECKBOX 
 Workers Compensation

 FORMCHECKBOX 
 HMO

 FORMCHECKBOX 
 PPO



	Insurance Company Name
	ID# (Medicare HIC#) Policy#
	Group # or Group Name Claim#
	Phone:

	
	
	
	(     )      

	Insured’s / Subscriber’s Name:
	Patient’s Relationship to the Subscriber:
	Insured / Subscriber’s Employer

	
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	

	If Work Related: Employer at the time of Accident: 

	Adjustor Name:
	
	Adjustor Phone Number:
	(     )      

	Secondary INSURANCE INFORMATION

	 FORMCHECKBOX 
 Medicare Supplement
	 FORMCHECKBOX 
 Commercial Group Health
	 FORMCHECKBOX 
 HMO
	 FORMCHECKBOX 
 PPO
	 FORMCHECKBOX 
 Other

	Insurance Company Name
	ID# or Policy#
	Group # or Group Name Claim#
	Phone:

	
	
	
	(     )      

	Insured’s / Subscriber’s Name:
	Patient’s Relationship to the Subscriber:
	Insured / Subscriber’s Employer

 

	
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work or Cell phone no.:

	     
	     
	(     )      
	(     )      

	Medical Information Release Authorization – Assignment – Notice of Privacy Practices – Treatment Authorization (& of Minor)
    I hereby authorize Hollywood Diagnostics Center to release information from my patient medical records.  This authorization or photocopy thereof will authorize the release of full and complete medical records, when necessary, to authorized physicians, hospitals, and/or insurance companies.    

    I hereby authorize the direct payment of medical benefits to Hollywood Diagnostics Center.  This authorization or photocopy thereof will authorize direct payment of medical benefits to Hollywood Diagnostics Center, Inc.  I understand I am financially responsible for charges not covered by this authorization.

    A copy of the “Notice of Privacy Practices” has been made available to me for copy and or reading as well as been posted for my viewing from Hollywood Diagnostics Center concerning how the use or disclosure of Protected Health Information will be handled by the practice.  

   I hereby authorize Hollywood Diagnostics Center to perform medical examinations &/or diagnostic tests on myself or my minor/dependent 
__________________________________________________________________.

Print Patient Name Above

 The above information is true to the best of my knowledge. 



	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	


