
PREMIER SURGICAL ASSOCIATES 
                                                              NEW PATIENT INFORMATION FORM (PLEASE PRINT)                      DATE____________  

 
 

PATIENT INFORMATION 
 
 
Social Security No. _______________________  Patient Name (First, Middle, Last) ______________________________________ 
 
Sex:  M  F (circle one)                                            Date of Birth __________________________ 
                               
Marital Status:  Single, Married, Divorced, Widowed, Legally Separated (circle one) 
 
Race:  Caucasian, Black, Hispanic, Asian, Native American, Other, Choose Not to Specify (circle one) 
 
Language:  English, French, Spanish, Chinese, Japanese, Korean, Sign Language, Vietnamese, Other (circle one) 
 
Employment Status:  Employed, Unemployed, Self Employed, Disabled, Retired, Full-time Student, Part-time Student (circle one) 
 
Employer ________________________________________________ 
 
Patient Mailing Address _____________________________________  City ___________________ State _____  Zip __________ 
 
E-mail Address __________________________________________________________________________ 
 
Home Phone ___________________________Cell Phone _________________________ Work Phone _____________________ 
 
Referring Physician (Include Phone No.) __________________________________________________ 
 
Other Healthcare Providers (Include Phone No.)   
 
Primary Care ______________________________________   Cardiology _____________________________________________ 
 
Pulmonary ________________________________________   Endocrinology __________________________________________ 
 
Nephrology _______________________________________    Dialysis Center _________________________________________ 
 
 
 
INSURANCE INFORMATION 
   
 
Primary Insurance Company _________________________  Group No. ___________  Member ID _________________________ 
 
Specialist Office Co-pay Amount _______ Subscriber's Social Security No. __________________________                                               
 
Primary Insurance Subscriber:  Patient, Other (circle one) 
 
Subscribers Name (First, Middle, Last) _______________________________________________________  Sex  M  F (circle one) 
 
Marital Status:  Single, Married, Divorced, Widowed, Legally Separated (circle one)     Subscriber's Date of Birth _______________ 
 
Subscribers address (if different from patient) _______________________________  City ____________State ____  Zip ________ 
 
Home Phone _____________________  Cell Phone _________________________  Work Phone __________________________ 
 
Patient Relationship to Subscriber:  Self, Child, Wife, Husband, Parent, Other (circle one) 
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NEW PATIENT INFORMATION FORM, CONTINUED 
 
 
Secondary Insurance Company ______________________ Group No. ____________  Member ID _________________________ 
 
Specialist Office Co-pay Amount _______ Subscriber's Social Security No. __________________________                                               
 
Secondary Insurance Subscriber:  Patient  Other (circle one) 
 
Subscribers Name (First, Middle, Last) _______________________________________________________   Sex  M  F (circle one) 
 
Marital Status:  Single, Married, Divorced, Widowed, Legally Separated (circle one)     Subscriber's Date of Birth _______________ 
 
Subscribers address (if different from patient) _______________________________  City ____________State ____  Zip ________ 
 
Home Phone _______________________ Cell Phone _________________________ Work Phone _________________________ 
 
Patient Relationship to Subscriber:  Self, Child, Wife, Husband, Parent, Other (circle one) 
 
 
WORKERS COMPENSATION or AUTO INSURANCE INFORMATION 
 
 
Your Supervisor ______________________________ Supervisors Phone No. _________________________________________ 
 
Workers Compensation or Auto Insurance Phone No. _______________________________________ 
 
Claims Address  ________________________________  City _________________________  State ______  Zip _____________ 
 
Adjusters Name ________________________________   Adjusters Phone No. _________________________________________ 
 
Claim No. _____________________________________   Approval No. _______________________________________________ 
  
Date of Injury ____________  Did injury occur at work:   Y   N  (circle one)   Auto Accident:   Y   N  (circle one) 
 
Briefly describe injury or accident ______________________________________________________________________________ 
 
 ________________________________________________________________________________________________________ 
 
 
EMERGENCY CONTACT INFORMATION 
 
 
Contact Name (First, Middle, Last) ______________________________________________________  Sex:   M  F (circle one) 
 
Language:  English, French, Spanish, Chinese, Japanese, Korean, Sign Language, Vietnamese, Other  (circle one) 
 
Home Phone _____________________ Cell Phone ___________________________ Work Phone ________________________ 
 
Is Contact parent or guardian:   Y  N  (circle one)                                                      
 
Patient Relationship to Contact:  Child, Wife, Husband, Parent, Grandparent, Other (circle one) 
 
Contact is a Parent/Guardian:   Y  N  (circle one)  
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NEW PATIENT INFORMATION FORM, CONTINUED 
 
PHARMACY 
 
 
Patient's Preferred Pharmacy ___________________________________________________   
 
Pharmacy Address __________________________________ City ____________________ State ______  Zip _______________ 
 
Phone No. _______________________________________________ 
 
 
CONSENTS 
 
 
Do you have any of the following: 
 
Living Will, Do Not Resuscitate (DNR), Power of Attorney, End of Life Decision, No Cardio-Pulmonary Resuscitation (CPR), None  
(circle any that apply) 
 
List names of anyone you give us permission to release your medical information to, their relationship to you and phone no. 
 
_______________________________________________      ______________________________________________________ 
 
_______________________________________________      ______________________________________________________ 
 
 
May we leave a message for you on your phone at:  home, work, cell  (circle all that apply)  
 
 
 
 
 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGED 
 
I have been given an opportunity to review, ask questions about and understand Premier Surgical Associates' Notice of Privacy 
Practices for Protected Health Information (Notice). 
 
 
Patient or Guardian's Signature ________________________________________________    Date ________________________ 
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PREMIER SURGICAL ASSOCIATES, PLLC 

PLEASE READ 
 

All charges are due at the time of service.  If hospitalization or surgery is indicated, we will file your claim directly to your insurance 
company. Please remember that most insurance companies do not pay the full amount, and therefore, you are responsible for the 
balance.  If there is a problem paying the balance in full, please let us know and we will be happy to work with you. 
 

FINANCIAL RESPONSIBILITY 
I understand and commit to the following: 
1.  I have received a copy of Premier's financial policies and have read and understand these policies. 
2.  I will pay my co-pay, deductible and co-insurance at the time of service. 
3.  I will provide the most current insurance information and immediately notify Premier of changes. 
4.  If surgery is required, all or a portion of my financial responsibility must be paid prior to surgery. 
5.  I will follow my insurance company's requirements for referrals and pre-authorizations and I understand that if I fail to do so,  
     my insurance benefits will be reduced and I will be responsible for all denied balances. 
6.  I understand that I am responsible for all balances after insurance has paid. 
7.  If I have no insurance, I have informed Premier and I am responsible for 100% of all balances. 
8.  A collection fee of 30% will be added to all my accounts that are turned over to collection agencies. 
 
Patient's Signature ___________________________________________________   Date__________________________________ 

INSURANCE AUTHORIZATION AND RELEASE 
I request that payment of authorized benefits - including Medicare, and any other government sponsored program, private insurance, 
and any other health plans - be made to Premier Surgical Associates, PLLC for any services furnished by that provider. I authorize 
any holder of medical information about me to release to those persons or companies presenting a legitimate request for such 
information needed to determine these benefits or the benefits payable for related services.  I authorize Premier Surgical Associates, 
PLLC to act as my agent to help me obtain any required pre-certification as well as acting as my agent to help me obtain payment from 
my insurance companies. I authorize my insurance companies to give Premier Surgical Associates, PLLC any information they 
require to fulfill this function. This will remain in effect until revoked in writing. A photocopy of this assignment and release is to be 
considered as valid as the original. 
 
Patient's Signature ___________________________________________________   Date__________________________________ 

MEDICAL RECORDS RELEASE 
I hereby authorize Premier Surgical Associates, PLLC to release any information in my chart to any medical practitioner, doctor, 
hospital, medical institution to whom I may be referred to assist with my care.  Additionally, I authorize any request for medical 
information from any medical practitioner, doctor, hospital, medical institution assist in my care. 
 
Patient's Signature ___________________________________________________   Date__________________________________ 

FOR MEDICARE SUPPLEMENT POLICIES ONLY  
ONE-TIME MEDIGAP ASSIGNMENT AND RELEASE 

_______________________________________________________   __________________________________________________ 
                                           Name                                                                                     Medicare Number 
 
_______________________________________________________   __________________________________________________ 
                           Medigap Policy Name                                                                       Medigap Policy Number 
 
I request that payment of the authorized Medigap benefits be made on my behalf to Premier Surgical Associates, PLLC for services 
furnished to me by them. I authorize any holder of medical information about me to release it to: 
 
___________________________________________________________________________________________________________ 
                                                                                          Name of Policy 
any information needed to determine these benefits or the benefits payable for related services. This will remain in effect until revoked 
in writing. A photocopy of this assignment and release is to be considered as valid as the original. 

 
Patient's Signature ___________________________________________________   Date__________________________________
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