CRAIG BERRIS, M.D.									        916-929-6707
Health Information


Name: _______________________________________________________	Date of Birth: _____________________

Address: ____________________________________________________________________ 	   Age: ______________

Home #: _________________________     Work #: _________________________    Cell #: ________________________

Preferred Contact Method: ___________________	Email: _______________________________________________

SSN#: __________________________	Occupation: _____________________________ Marital Status: _____________

Emergency Contact: ______________________________   Relationship: ______________   Phone #:  _______________

Referring Physician: ______________________________    Primary Care Physician: ______________________________

Race:	African-American	Asian	     Caucasian	     Hispanic	   Other	

Ethnicity:	Hispanic Origin		Not of Hispanic Origin		Preferred Language: ______________________

Insurance Information & Authorization

Primary Insurance: _________________________________   ID#: ______________________ Group# ______________
Subscriber Name: _________________________________ DOB: ______________   Relationship to Patient: _________

Secondary Insurance: _______________________________   ID#: ______________________ Group# ______________
Subscriber Name: _________________________________ DOB: ______________   Relationship to Patient: _________


ASSIGNMENT OF BENEFITS - I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, including MediCare, private insurance and any other health plan to Craig E. Berris, MD. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as an original. I understand that I am financially responsible for all charges whether or not paid by said insurance. In the event of default, I agree to pay all collection cost and/or attorney fees. I hereby authorize said assignee to release all information necessary to secure the payment.         

Signed: _______________________________________	      Date:_________________________

MISSED APPOINTMENT / UNTIMELY CANCELLATION POLICY - If you're unable to keep your appointment, please notify us at least one working day ahead so that we might be able to offer that time to others. If you miss your appointment without timely notification, we reserve the right to apply a $25 service charge.

Signed: _______________________________________	      Date: _________________________
PHOTO RELEASE -I give my permission for any photographs taken during my course of treatment to be used as Dr. Berris deems necessary for documentation and/or educational purposes.
[bookmark: _GoBack]Signed: _______________________________________	      Date: _________________________
