W asHingTon DermaToLocy CenTeR
RONAL D PRUSSICK, M.D., P.C.

Last Name: First Name: M.l

Address:

City: State; Zip Code:

Home Tel: Emergency Contact & Tel:

Birthdate(M/D/Y): Age: OMALE OFEMALE
Social Sec. No.: Occupation: LJSINGLE [OMARRIED
Employer:

Office Tel:

Whom may we thank for referring you to our office?

INSURANCE INFORMATION

PRIMARY INSURANCE

SECONDARY (IF ANY)

PLEASE ATTACH A COPY OF YOUR INSURANCE CARD

Primary Ins. Co:

Subscriber Name:

Birthdate(M/D/Y):

Socia Sec. No.

Address for Claims:

Secondary Ins. Co:

Subscriber Name:

Birthdate(M/D/Y):

Socia Sec. No.

Address for Claims:

POLICY #:

GROUP #:

Effective Date:

Relationship to Patient (Please Circle):
1-SELF 2-SPOUSE 3-PARENT
CircleIns. Type: HMO/PPO/POS/INDEMNITY

COPAY OR RESPONSIBLE %?

POLICY #:

GROUP #:

Effective Date:

Relationship to Patient (Please Circle):
1-SELF 2-SPOUSE 3-PARENT
Circle Ins. Type: HMO/PPO/POS/INDEMNITY

COPAY OR RESP. %?




|| Patient Authorization ||

| hereby authorize Ronald Prussick, M.D., P.C. to apply for benefits on my behalf for covered services rendered and
request that payments from my health insurer be made directly to Ronald Prussick, M.D., P.C. | further authorize
the release of any necessary information, including medical, to Ronald Prussick, M.D.,P.C. and/or my health insurer
(or in the case of Medicare Part B benefits, to the Social Security Administration and Health Care Financing
Administration). | certify that the information | have reported with regard to my insurance coverage is correct and |
permit a copy or facsimile of this authorization to be used in place of the original. This authorization may be
revoked at any time in writing.

Patients areresponsible for payment for servicesrendered. We provide complementary insurance billing
services for you but will not assume responsibility for collection.

Subscriber or Beneficiary/Patient/Guardian Date



