Averarh

Medical Group

McGreevy
PATIENT INFORMATION
( ) ( )
Legal Last Name Legal First Legal Full Middle | Home Phone Cell Phone

Date of Birth (Mo/Day/Yr) Sex (M/F) | E-mail Address Marital Status

Maiden Name/Other Name Social Security Number
Race:

i — 1 White/Caucasion QAsian

Mother's Name (if patient is newborn) Q Black or African American Q Hispanic or Latino
Q American Indian or Alaska Native Q Unknown
Q Native Hawaiian/Other Pacific Islander

Patient's Mailing Address (Street Name) A Choose not to disclose/Declined

Patient's Mailing Address (Continued) Employer

City State Zip Code | Work Phone

PERSON TO NOTIFY IN AN EMERGENCY:

Legal Last Name Legal First Legal Full Middle City State Zip Code
( ) ( )

Mailing Address (Street Name) Home Phone Work Phone

Mailing Address (Continued)

Relationship to you (the patient)

PERSON FINANCIALLY RESPONSIBLE

If same as patient, write “same” on name line and proceed to next section.

Social Security Number of Responsible Party

Home Phone

Legal Last Name Legal First Legal Full Middle

E-mail Address

Mailing Address (Street Name)

Relationship to you (the patient)

Mailing Address (Continued)

Employer

City State Zip Code

Work Phone

If this visit should be billed to someone other than you or your health insurance, please return to the front desk for other paperwork.
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Averarh

Medical Group

McGreevy
INSURANCE INFORMATION

PRIMARY INSURANCE POLICY: SECONDARY INSURANCE POLICY:
Name of Insurance Company Name of Insurance Company
Name of subscriber Relationship to you (the patient) Name of subscriber Relationship to you (the patient)
TERTIARY INSURANCE POLICY: OTHER INFORMATION

Ethnicity: ~ Hispanic or Latino ~ Other ~ Unknown
Name of Insurance Company Preferred Language:

Do you have a living will? Y N Unsure
Name of subscriber Relationship to you (the patient) Power of attorney? v N Unsure

RELEASE OF INFORMATION

Avera Medical Group/Avera Health may share medical and/or billing information with the following individuals who are involved with the patient's
care (if none, write none in the first blank):

Release to Relationship to Patient Release to Relationship to Patient
Release to Relationship to Patient Release to Relationship to Patient
Release to Relationship to Patient Release to Relationship to Patient

AUTHORIZATION FOR TREATMENT
| hereby give consent to the Avera Physicians, Mid-levels and staff for medical treatment, diagnostic and/or surgical procedures.

ASSIGNMENT OF INSURANCE BENEFITS

| hereby assign all payments for medical/surgical services rendered by Avera Medical Group physicians including Medicare,
private insurance, and other healthcare coverage to Avera Medical Group. This assignment will remain in effect until revoked by
me in writing. A photocopy of the assignment is to be considered as valid as an original. | understand that | am financially respon-
sible for all charges, including any amount not covered by my insurance company.

| authorize Avera Medical Group to furnish medical information necessary to process insurance claims for me or my covered
dependents.

Signature Date
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