SOUTHEASTERN DERMATOLOGY, P.A.

NAME CHART NO.
(LAST) (FIRST) (MIDDLE)

INSURANCE FOR COPYING PURPOSES, PLEASE GIVE YOUR CARD(S) TO THE RECEPTIONIST

MEDICARE NO.
MEDICAID NO.
OTHER INSURANCE
(INSURANCE COMPANY) (CERTIFICATE NUMBER)
(GROUP NUMBER) (POLICY HOLDER) (RELATIONSHIP TO PATIENT)
OTHER INSURANCE
(INSURANCE COMPANY) (CERTIFICATE NUMBER)
(GROUP NUMBER) (POLICY HOLDER) (RELATIONSHIP TO PATIENT)

MEDICARE PATIENT INFORMATION

PLEASE READ EACH OF THE FOLLOWING AND ANSWER AS THEY APPLY TO YOU. IF IT DOES APPLY TO YOU, PLEASE
CHECK YES. IF IT DOES NOT APPLY TO YOU, PLEASE CHECK NO.

YES NO
O O DO YOU OR YOUR SPOUSE WORK IN ACOMPANY WHICH HAS MORE THAN 20 EMPLOYEES AND HAVE
COVERAGE THROUGH THE INSURANCE AT THAT JOB?
O O ARE YOU COVERED BY A HMO/PPO WHICH MAKES MEDICARE SECONDARY?
O O DO YOU HAVE MEDICAID?
O O ARE YOU COMING TO THIS OFFICE FOR AN ILLNESS OR ACCIDENT THAT HAS BEEN COVERED OR IS

AUTHORIZED FOR COVERAGE FROM THE VA (VETERAN’S ADMINISTRATION)?

O O ARE YOU ELIGIBLE FOR ANY BENEFITS UNDER THE FEDERAL BLACK LUNG PROGRAM?

O O ARE YOU COMING TO THIS OFFICE FOR AN ILLNESS, ACCIDENT OR INJURY THAT IS THE RESULT OF
AN AUTOMOBILE ACCIDENT?

O O ARE YOU COMING TO THIS OFFICE DUE TO MEDICARE DISABILITY COVERAGE?

O O ARE YOU COVERED BY THE FEDERAL END STAGE RENAL DISEASE PROGRAM?

O O ARE YOU PRESENTLY RECEIVING WORKERS' COMPENSATION?

O O IS THE ILLNESS OR INJURY YOU ARE COMING TO THIS OFFICE FOR THE RESULT OF WORK-RELATED CAUSES?

PLEASE SIGN SO WE MAY HAVE YOUR MEDICARE AUTHORIZATION ON FILE:

I|AUTHORIZE ANY HOLDER OF MEDICAL OR OTHER INFORMATION ABOUT ME TO RELEASE TO THE SOCIAL SECURITY ADMINISTRATION AND
HEALTH CARE FINANCING ADMINISTRATION OR ITS INTERMEDIATES OR CARRIER ANY INFORMATION NEEDED FOR THIS OR A RELATED
MEDICARE CLAIM. | PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL, AND REQUEST PAYMENT OF
MEDICAL INSURANCE BENEFITS EITHER TO MYSELF OR THE PARTY WHO ACCEPTS ASSIGNMENT. REGULATIONS PERTAINING TO MEDICARE
ASSIGNMENT OF BENEFITS APPLY.

DATE SIGNATURE

IN THE EVENT OF A MAJOR PROCEDURE OR HOSPITALIZATION, WE REQUEST SECONDARY INSURANCE INFORMATION FOR OUR RECORDS
(SUPPLEMENTAL MEDICARE INSURANCE). PLEASE FILL OUT BELOW IF YOU ARE COVERED BY A PLAN WHICH COVERS THE 20% NOT
COVERED BY MEDICARE (MEDIGAP COVERAGE).

PLEASE SIGN SO WE MAY HAVE YOUR SUPPLEMENTAL AUTHORIZATION ON FILE:

| REQUEST AUTHORIZED MEDIGAP BENEFITS BE MADE ON MY BEHALF FOR ANY SERVICES FURNISHED TO ME. |AUTHORIZE ANY HOLDER
OF MEDICAL INFORMATION TO RELEASE TO THE ABOVE MEDIGAP CARRIER ANY INFORMATION NEEDED TO DETERMINE THESE BENEFTIS
OR THE BENEFITS PAYABLE FOR RELATED SERVICES.

DATE SIGNATURE

FORM 1-B



