Vijay Patel Family Medicine
1520 GLENWOOD AVE, RALEIGH NC 27608

Phone: 919-782-5288 fax 919-782-5287
apptdrpatel@live.com

Today’s Date:

; o e s

j%Marital Status S M D

Last name: First: Middle: Other

Is this your legal “If not, what is your legal - .
Y 8 ' ' Y 8 Former name: 'Birth date: 'Age: Sex:
name? name? : 5 :

 Yes  No ] CMCF

Full Address:

Social Security no.: .Home phone no.: Cell phone no.:

Occupation: Employer: Employer phone no.:

©7 00 INSURANCE INFORMATION oot o |
(Please give your insurance card to the receptionist at each visit.)

Address (if< 7

different): Phone:

Person responsible for bill:

Occupation: Employer:  Employer address: | Employer phone no.:

Please indicate carrier of primary insurance: (BCBS, etc)

Subscriber’s name: Subscriber’s S.S. Birth date: Group no.: Subscriber no.: Co-pay:

Patient’s relationship to subscriber:

Name of secondary insurance (if applicable): . Subscriber’s name: Group no.: ‘ Subscriber ID

- i
i |

IN CASE OF EMERGENCY

 Relationship to  Home phone

Name of local friend or relative: L | ' Work phone no.:
. patient: | no.: |

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly
to the physician. | understand that | am financially responsible for any balance. | also authorize Vijay Patel
Family Medicine or insurance company to release any information required to process my claims.

Patient/Guardian signature Date




Au&mzaﬁonforbrsdosweofﬂeal& lnformauon

ammm«ww ' torelease medical
. mmmma
Patient name — A SS# - -
Ptaddress ___ : : 'my ___ State___ Zip
patis of . |
mfonnmgobedisdmd: . .
. Dischaige summary/ instructions —last three office notes — Entire chart

— Medication record — HEP 2nd allergies

Purpose or need for the disclosure is continued medical care. This information is to be disclosed to:
W NC 27608

P 919.782.5288

F 910.782.5287

wmmmmmammmmmmmmmmm
for services, enroliment in-a health plan or my eligibility for realth benefits. However, information will not be
@mwmmwmmmw

| acknowiedge that the Information disclosed pursuant to this authorization may be subject to re-disclosure by
memmaumwmwwm tmmmmmmwm
notice to:the healthcare provider listed @bove.

-
- -
- .

This authorization msodawfmﬂ\edatewwow

lundemmmmemmmmmywmmmmmﬁmmmmmamg

or alcohol abuse, m:}ta{ health, sasally transmitted disease, acquired immunodeficiency syndrome (AIDS),
(ARC) arid or human mmmamm

Fees: lmdemﬁsﬁ-mdﬁeeﬂﬁ-&eem&bemmmdm&kmhmmsm
Copying laws. '

L 2

sgnatuwre S date
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