GABRIEL M. KIND M.D., FACS
DAVID S. CHANG, M.D., FACS

Welcome to our office. Please provide the following information:

Today'sdate: ___/___/

Name:

(last) (first) (m.i.)
Date of birth: / / SSN#:
Address:

STREET cITY STATE ZIP
Home: ( ) Work: ( )
Mobile: ( ) Email
( ) Male ( )Female Marital Status: [ ]Single [ ] Married [ ]Divorced [ ]Widowed [ ]Domestic Partner
Emergency contact person: Tel #:
Relationship to you:
Primary care physician: Referred By: @ Dr. Friend
————————————————————————————— Yellow Pages @ Internet B Web Site
Occupation: Employer

Insurance Information

Tel #

Insurance company name:
Address:

Fax #:

[ ] Medi-Care

Insured Name (if other than yourself):

[ ] Worker’s Compensation|[ | PPO

[ ]HMO [ ]Other

Date of birth: / / SSN#:

[ 1Self [ ]Spouse [ ]Parent [ ]

ID #:

Claim #: DOI:
Adjustor: Tel #: Fax #:




You are responsible for your bill. Statements are sent at the end of each month and
payment is expected upon receipt. A late payment will result in a charge of 1.5% per
month (annual rate of 18%). We will bill your primary Insurance for you - any other
insurance billing will be your responsibility. The under signed certifies that he/she
has read the above and is authorized to execute and accept the above terms in the
amount of the statement billed.

[ request that payment of Medicare Benefits be made either to me or on my behalf to
Dr. Gabriel M. Kind/Dr. David S. Chang for any services furnished me by that
physician. 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 those benefits payable to related services. I understand my signature
requests that payment be made and authorizes release of medical information
necessary to pay the claim. If other health insurance coverage is indicated in Item 9
of HCFA-1500 claim form or elsewhere on other approved claim forms or
electronically submitted claims, my signature authorizes releasing of the
information to the insurer or agency shown. In Medicare assigned cases, the
physician or supplier agrees to accept the charge determination of the Medicare
carrier as full charge, and the patient is responsible only for the deductible,
coinsurance and non-covered services. Co-insurance and deductible are based upon
the charge determination of the Medicare carrier.

INSURANCE AUTHORIZATION:
[ authorize my insurance company to make payment directly to Dr. Gabriel M. Kind/Dr. David
S.Chang

SIGNED:

DATE: / /

AGREEMENT TO ARBITRATION: By signing this contract, you are agreeing to have
any issue of medical malpractice decided by neutral arbitration and you are giving
up your right to a jury or court trial.

Patient Name (please print):

SIGNED: DATE:




