e’ University Services
w7 Sleep Diagnostic & Treatment Centers
www.uservices.com * 800-624-3784

Patient Information

Name: Date:
(last) (first) MI
About yourself:
DOB (MM/DD/YYYY): Employer:
Gender: M F Position:
Spouse: Employer’s Address:
Address:
City: State: Zip:
City: State: Zip:
Email: Emergency Contact:
Daytime Phone: Phone #:
Evening Phone: Relationship:
Cell Phone:
How did you hear about our sleep center?
About your doctor:
Referring Physician’s Name: Primary Physician’s Name:
Phone: Phone:
Physician’s Address: Physician’s Address:
City: State: Zip: City: State: Zip:
N . . Who should we send your sleep report to?
Other Specialist (if applicable): Check all that apply:
[_IReferring Physician
Phone:
Physician’s Address: [_1Primary Physician
[_] Specialist
City: State: Zip:

OVER
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About your Insurance:

Insurance Company:

Secondary Insurance Company (if applicable):

Policy Holder:

DOB:

Policy Number:

Medicare Number:

Group Number:

Policy Holder:

DOB:

Policy Number:

Medical Assistance Number:

Our policies:

Person Responsible for Payment if Patient is Not Insured:

DOB: Phone:

Address:

City: State: Zip:

Note: All professional services rendered are charged
to the patient. Necessary forms will be completed to
expedite insurance carrier payments. Patient is
responsible for all balances owed after University
Services has processed all services rendered to the
appropriate insurance carrier. All patient co-
pays/deductible, if applicable, are due at time of
service.

Email Policy: Your email address will not be sold to any
third parties. University Services will use your email for
appointment reminders, educational newsletters, and
notify you of events at our centers.

Please check the appropriate boxes:

You can use my email address for appointment

reminders: [ 1vYes [ ] No

You can use my email address for newsletters and

events: [ VYes [ 1| No

INSURANCE AUTHORIZATION AND ASSIGNMENT

| hereby authorize University Services to furnish information to insurance carriers concerning my iliness and treatments,

and | hereby assign to University Services all payments for medical services rendered to myself or my dependents. |
understand that | am responsible for any amount not covered by my insurance.

| authorize University Services to release the results of my testing to the physician(s) listed on this form.

Date: Signature: X
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