Insurance Information


Patient Name: ____________________________________Date of Birth: ________________
Primary Care Doctor: ____________________    Phone #: _______________________
Reason for Visit: ______________________ Body Part Injured: ___________________ 
Is the injury work related? ___Yes  ___No      Date of Injury: ______________________

***Policy Holder or Responsible Party:

Name: _____________________________________ Relationship: _____________________

Date of Birth: _______________________ Social Security #: _________________________

Address: ___________________________________ Phone #: ________________________

City: ______________________________ State: ____________ Zip Code: ______________

___Worker’s Comp.    ___Private Ins.     ___Medicare     ___Medicaid   ___Other

*Primary Insurance Company:_________________________________________________

Address: ____________________________________________________________________

City: ______________State: __________ Zip Code: ___________Ph #: __________________

Policy/Claim #: _____________________________Group _____________________________

*Secondary Insurance Company:_______________________________________________

Address: ____________________________________________________________________

City: ______________State: __________ Zip Code: ___________Ph #: __________________

Policy/Claim #: _____________________________Group _____________________________

* If work Comp: Date of Injury: ___________________Claim #:__________________________

Adjuster’s Name: ______________________________________________________________

Phone #: _________________________________ Fax #: _____________________________

I hereby assign the authorized benefits under any insurance policy or health benefits plan and direct that payments be made directly to: Dr. Omar Selod, Dr. Lan Le, Dr. Keith Louden, Dr. Austen Watkins, 
Dr. Benecia Williams, Dr. Hayden Smith, or Dr. Neha Shah for any services rendered to me by or on behalf of the doctor.


Patient/Guardian Signature: ___________________________  Date: ____________
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