Dr. Kijana Seferovic    Lincoln Medical Center     773 – 907 – 8255
Personal Information:
Patient’s name: ______________________________________________________________________
                                                     Last                                                                                                 First
Address: _________________________________ City:  _____________ State: ___   Zip: ___________
Date of Birth: ___/___/______    Sex:  (circle)       Male       Female          SS #:______________________
Marital Status:  (check       )        Single                   Married                   Widowed                   Divorced

Primary phone number:  (_____) _______-___________      Cell phone: (_____) _______-___________
Employer’s name: __________________________      Business phone:  (_____) _______-___________
Work Address: ____________________________ City:  ______________ State: ___   Zip: __________
Insurance:
Do you have medical insurance:           Yes: ____           No: ____
Subscribers Name: _____________________________         ID #:______________________
Relationship to the cardholder: ___________________         
DOB of cardholder: ___/___/______

Subscriber’s address: _________________________________________________________
Subscriber’s employer:  _______________________________________________________
Occupation: ___________________
Secondary insurance:
Subscribers Name: _____________________________
Relationship to the cardholder: ___________________
DOB of cardholder: ___/___/______

Emergency Contact: _____________________________          Phone:  (_____) _______-___________
Whom May We Thank For Referring You? ________________________________________________
Authorization:
1. GENERAL CONSENT TO TREATMENT:
I agree and consent to the performance of diagnostic and therapeutic procedures deemed necessary by the patient’s physician(s). I acknowledge that there are no guarantees, expressed or implied, as to the results of any treatment procedure. 

2. RELEASE OF INFROMATION:

I authorize the release of any medical information requested for payment or coverage determination purposes; I understand that this authorization will remain in effect unless revoked by me in writing and delivered in the physician’s office.
3. ASSIGNMENT OF INSURANCE OR THIRD PARTY COVERAGE:

I authorize any third party payer to pay directly to the physician(s) providing services to the patient, all benefits due and payable as a result of services rendered. It is understood that this authorization does not relieve me from responsibility for charges incurred, and any balance not paid by third party and shall be paid by me upon receipt of billing. I authorize assignment to the physician who has provided service rights to penalties and attorney fees in the events that insurer fails to timely pay such benefits.

__________________________________________                                                                               

PATIENT’S/GUARDIAN’S SIGNATURE                                                          

_____/_____/_________





Date








