Office Use Wilmington Surgical Associates, P.A.
_ NewPt. Patient Information Sheet
__ Update
___Physician # Date:
Patient's Full Name:
First Middle Last

Date of Birth:

Age: Social Security #:

Sex: Male Female Marital Status:

Patient's Mailing Address:

Single Married Widowed Legally Separated Divorced

#/Apt. # Street City State Zip Code
Patient's Home Phone # Patient's Cell Phone #
Patient's Employer: Occupation:
Employer's Address: Phone #
# Street City State Zip Code
Name of Spouse/Guardian/Power of Attorney:
Home Phone # Cell # Work #

Referring Doctor:

Primary Care Doctor:

In order to file a claim with your insurance company please completely fill out the information below.
If the policy holder is the patient's spouse, partner, parent, or legal guardian we will need his/her SS#, date of birth
and employer information so we can file your visit(s) with your insurance company.

Primary Insurance Company Name:

Policy Holder's Name:

Policy Effective Date:

Relationship to Patient:

Social Security # Date of Birth:

Employer:

Phone #:

Employer's Address:

#

Secondary Insurance Company Name:
Policy Holder's Name:

Street City State Zip Code

Policy Effective Date:

Relationship to Patient:

Social Security # Date of Birth:

Employer:

Phone #:

Employer's Address:

#

Street City State Zip Code

Emergency Contact: I,

give permission to Wilmington Surgical Associates,

P.A. to contact the following individual(s) in case of an emergency:

Name:

Relationship: Phone:

Name:

Relationship: Phone:




WILMINGTON SURGICAL ASSOCIATES, P.A.

Financial Policy

PAYMENT
We accept Cash, Check, Money Order, or Credit Card: Visa, MasterCard or Discover.

If you do not have heath insurance the entire amount due will be collected before your office visit. In the
event of surgery the entire amount due will be collected prior to surgery.

If you have health insurance we require any co-pay, deductible or co-insurance to be paid before services
are rendered. In the event surgery is scheduled, any co-pay, deductible, or co-insurance will be
collected prior to surgery.

All patient balances are reviewed for collection after 30 days.
INSURANCE

A current valid insurance card is required in order to file a claim with your insurance company.
Please bring your current insurance card with you for every visit to our practice.

Your insurance policy is a contract between you and your insurance company. Wilmington
Surgical Associates, P.A. is not a party to this contract. Please be aware that some, or perhaps all, of
the services we provide may not be covered.

Wilmington Surgical Associates, P.A. is a participating provider of most health plans. If Wilmington
Surgical Associates is not a participating provider in your plan, it will be your decision to receive
treatment outside of the provider network. In these cases, you will be responsible for payment.

ASSIGNMENT OF BENEFITS

| hereby assign to Wilmington Surgical Associates, P.A. any insurance or other third-party benefits
available for health care services provided to me. | understand that Wilmington Surgical Associates,
P.A. has the right to refuse or accept assignment of such benefits. If these benefits are not assigned
to Wilmington Surgical Associates, P.A., | agree to forward to Wilmington Surgical Associates, P.A.
all health insurance and other third-party payments that | receive for services rendered to me
immediately upon receipt.

GUARANTEE

| have read and understand this policy. | guarantee payment of any balance not covered by my insurance
company and/or | guarantee payment if | do not have insurance coverage.

X Date

Signature of Patient or Responsible Party




