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PLEASE PRINT 
 
Last Name_________________________________First________________________MI________Marital Status____________ 

Street Address______________________________________City_______________________State________Zip ___________ 

Home Phone (____) _________________SSN#_______/______/______Date of Birth______/______/_____Age_____Sex ____ 

Cell Phone (____) ____________________ Email Address_______________________________________________________ 

Patient’s Employer_______________________________________________________________________________________ 

Work Phone (___)___________________________ext._________Occupation _______________________________________ 

Referred by Dr. _________________________________________Family Dr.________________________________________ 
  First Name   Last Name         First Name      Last Name 

Address_______________________________________________Address__________________________________________ 

Pharmacy Name________________________________________Location__________________________________________ 

Emergency Contact Name______________________________________Relationship_________________________________ 

Home Phone (___)___________________Work Phone (___)__________________Cell Phone(___)______________________ 

 
INSURANCE INFORMATION 

 

Primary Insurance Company Name_________________________________________________________________________ 

Policy Holder’s Name (If other than patient) _____________________________________________________________________ 
      First Name    MI   Last Name 

SSN#______/______/______Date of Birth______/______/______ Relationship to Patient_______________________________ 

Employer________________________________________Work Phone (____)______________________ext.______________ 

 

Secondary Insurance Company Name_______________________________________________________________________ 

Policy Holder’s Name (If other than patient)______________________________________________________________________ 
      First Name   MI   Last Name 

SSN#______/______/______Date of Birth______/______/______ Relationship to Patient_______________________________ 

Employer________________________________________Work Phone (____)______________________ext.______________ 

Insurance cards and photo ID must be provided at time of visit. 

 
I hereby authorize Gerig Surgical Associates, P.C. to furnish information to insurance carriers concerning my illness and 
treatments, and I hereby assign to the physicians all payments for medical services rendered to myself or dependants.  I 
authorize any holder of medical information about me to release to the health care financing administration and its agents any 
information needed to determine these benefits or the benefits payable for related services.  If item 12 of the HCFA-1500 claim 
form is completed, my signature authorizes releasing of the information to the insurer or agency shown.  I understand that I am 
responsible for balances due to deductibles, co-insurance, or non-covered services 
 

Signature________________________________________________________________Date________________ 

 


