7971 Moorsbridge Road G REAT LAKES 3600 Capital Ave. S.W., Suite 205

Portage, MI 49024 Battle Creek, MI 49015
269 329 2900 269 979 0900
1,800 273 3990 : 1800 321 1165

Fax 269 329 1408 Plastic & Hand Surgery Fax 269 979 0901

Scott D. Holley, M.D. * Raghu G. Elluru, M.D.

WELCOME To OUR OFFICE!

Doctor Date:

Patient’s Name: First MI Last Maiden

Date of Birth Sex [JM [JF  Soc Security No. Marital Status S M W D
Patient Address City State Zip

Home Phone Work Phone

Ce” Phone qull to receive occasional announcements

Patient Employer Employer Address

Patient Occupation

IF PATIENT IS A MINOR, name of person responsible for account:

Relationship Date of Birth Social Security No.

Employer Work Phone Home Phone

Home Address City State Zip
Primary Physician Referring Physician

Is your visit work related? [[JYes [JNo Date Accident Occurred:

Is your visit auto related? [JYes [JNo Date Accident Occurred:

INSURANCE INFORMATION

Primary Insurance Co. Secondary Insurance Co.
Insurance Co. Address Insurance Co. Address
Insurance Co. Phone Insurance Co. Phone

Policy No. Policy No.

Group No. Group No.

Subscriber Name Subscriber Name

Subscriber Social Security No. Subscriber Social Security No.
Subscriber Date of Birth Subscriber Date of Birth
Employer Employer

Employer Address Employer Address
[ EMERGENCY CONTACTINFORMATION |
Contact Name #1 Contact Name #2
Relationship to Patient Relationship to Patient

Home Phone Home Phone

Work Phone Work Phone

PLEASE COMPLETE OTHER SIDE -



| ASSIGNMENT AND RELEASE |

[, the undersigned, hereby authorize the release of any surgical and/or medical information necessary
for the processing of insurance benefits payable to myself or the Great Lakes Plastic and Hand Surgery
including medical and/or major medical benefits. | am financially responsible to the Great Lakes Plastic
and Hand Surgery for services not covered by this assignment. 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.

Signature of Patient or Guardian Date

| hereby give my permission to Great Lakes Plastic and Hand Surgery and Dr.

to administer treatment and to perform such minor operative procedures as may be deemed necessary
in the diagnosis and treatment of my condition.

Signature of Patient or Guardian Date

| authorize Great Lakes Plastic and Hand Surgery to provide MEDTEC, a billing agency, with whatever
demographic, insurance and clinical information necessary to obtain payment from both the insurance
carrier and/or the responsible party.

Signature of Patient or Guardian Date

Signature of Witness Date

| MEDICARE AUTHORIZATION |

| request that payment of authorized Medicare benefits be made either to me or on my behalf to the
Great Lakes Plastic and Hand Surgery for any services furnished me by said provider. | authorize any
holder of surgical and/or medical information needed to determine these benefits or the benefits
payable for related services. | understand my signature requests that payment be made and authorizes
release of medical information necessary to pay the claim. If “other health insurance” is indicated in
item 9 of the HCFA-1500 or CMS-1500 form, or elsewhere on other approved claim forms or
electronically submitted claims, my signature authorizes releases of the information to the insurer or
agency shown.

Signature of Patient or Guardian Date

Reorder from One Source Inc.
1-888-329-2122  0S-105



