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PATIENT INFORMATION

INAINE: ceenniiiiiieiiieitieetie ettt e rt e eetaeerateertaeeraaaesnaa s sarn s SSN ittt O Male O Female
AATESS: evvurininreienrureiiraseressssssussssssssssesssssssssssasssssssssssssssssssssnsnsses Gty e State: ........... Zip: i
Age: euenininnnnnn. 1 10 J & Phone: .....c..cccovnvnininiiiiniieinneneenen, Alternate Phone: .........cceoeiviiiiiiiiiiiiiiiiniiiiinannnn,

O Married O Single O Divorced O Widowed
Employer Name: ..ceeeueiiiieiininieniirnnenicenennaees AN [ | S PN

O Full-Time O Part-Time O Retired O Self-Employed O Student- Full-Time [ Student- Part-Time

Primary Care PRYSICIAN: «....ceevuueeueeeriiienneeeniiieieeeensensssneecssessssestesosssssssesssssssnneees o 107 T PR

Referring Physician (if different from PCP): c..vuiveuiiiiuiuiieiiiiiiiiiiiiiiiraiaesieceisisssissssassaenen 111 1T s
EMERGENCY CONTACT 1: NaIE: .cuouienininiiiiniiieiiienieieies sonenteenracencnceenes Phone: ....ccouveveiiiiiniiiiiiinenne Relationship: .....ccoeevnvnennne.
EMERGENCY CONTACT 2: NAIE: «.cuvureninruieninruierureuienerusescisasencasssensasens Phone: ...cuceviniuieninieiininieninieenenns Relationship: ........cccovuvenenen

INSURED PARTY

INAIE: 1ovtininrininrererureeeerasesessssssassssssassssnssssssnssssnnmmmmmmmmm SSN Liiiiiuiiinrenirecensnsansnsnns Relationship: c.veievereiinieiiirniiniseneiresecenanes
AAAIess: cuvuinininiiiiiiiiniiiiiiiiiieieieieiatarasasesasasasersestssesasasasesnssasessnses [ @1 N State: ........... Zip: eeeninininininnnne
Age: cievniniinnnens .10 ) - N Phomne: c..ccoviiiiiiiiiiiiiiiiiiiiiiiiiiiiicene, Alternate Phone: ........ccceveviiiiiiiiiiiiiiiiienieinneen,
Employer Name: ......cccceeveieiiieiniiiiiiiiiiininenenenenenns 7 06 T

Insurance Information (Copies of insurance card and Drivers License required)

INSUFANICE 12 oeniniiniiiiiiiiiiiiiiiiiiie ettt ettt eteat et etaeaesaseanesesassassassassassansassssssssansasssnsanssnsnnns SSNH weeieiciiric e
Claims Mailing Address: «ououiuiuiuiuiniiiiiiiiiiiiiiiiiiiitititiitietetetetetetatatesasasasasassssssisssasasessssssssesssnsnse Phomne: ..ccovviiiiiiiiiiiiiiiiiiiiiiiiiiiiiecnnn
Policy Number: ....cccovuviniiiiiiiiiiiiiiiiiiiiiiieienenenne. Group Number: .....cccoeiiiiiiiiiiiiiiiiiiiiiiiiiiirrreeeeeceees
INSUFAIICE 22 1euiniiiiiniiniiniiniiitittiitiettteaetttteereatttereeastreaeeastreesseastreesstasersessersersessenseressenerennes SSN# ceriiiiiiiii
Claims Mailing AQOress: «.v.ceeeiieiereeiereiireeesiereerernsessesecssssssssssssssssssssssssssssssssssssssnsssssssssssnssssssnsss PRODE: cuuvnieinnininiiniiniiineneerncensosncennns
Policy Number: c...cccoviiiiiiiiiiiieiiiiiiiiiiieiiiececenane. Group NUmDer: ...c.coeveiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiieiicnenenececees

Authorizations

For and In consideration of the services rendered by Kidney Associates of Texas, | agree to pay said provider of services for all services rendered. | understand that | am
responsible for all health Insurance deductible, copayment, and coinsurance charges not covered by my Insurance policy and charges not covered asaresult oranylaw settiements
or Judgments obtained on my behalf. Additionally, | understand that | will be responsible for charges not covered by my Insurance policy to include, charges for services
deemed experimental, investigational, and/or not medically necessary as determined by my insurance company. In consideration of services rendered, | hereby transfer
and assign Kidney Associates of Texas all rights, titles, and interest in any payment due to me forservices provided in the above mentioned policies ofInsurance/settlements or
judgments. | hereby consent to the release of information necessary to process claims with myinsurance policy, lunderstand thatthe specificInformation tobe released may
Include, butis not limited to history, diagnosis, treatmentofdrugoralcohol abuse, mentaliliness,orcommunicablediseases,includingHIVand AIDS. lalsounderstand thatthis
authorization maybe revoked by the person giving authorization by written and dated notice, except to the extent thatdisclosure of information that has been made priorto the
receipt ofthe revocation. | have read and understand thisconsentand I have signed it voluntarily and of my own free will.

S 1o 1T N [ L
PatieNts PriNte0 NAMIE: t.iuieieiierieieeriirneeernseeeerneesseseesssnssssssnssssessssssassssssnssssesassssessssssassssssnsssssssssssnssssnssssssnsssssssssssnssssnnas

WWITNESS SIGNALUIE: iuieninruienrnrasinreceernsnersasessssssssssssssssssssssssassssssnssssassssssnssssnsssns [ (N



