Rowan Diagnostic Clinic, PA

Patient Data Sheet

Last Name First Name Mid Initial ~~ SS#

/ / F T DSing]e 0O Married (Divorced (J Separated (J Widowed
Birthdate Sex
Mailing Address | City State Zip Code
Street Address (if different from mailing address) - City State Zip Code

Preferred Method of Contact

Cell Phone ) Yes J No  Leave message __ Yes___ No
E-Mail Address Oves CJ No Leave message ____Yes___ No
Work Phone Leave message _ Yes___ No
Home Phone Leave message ___Yes__ No

Please check one item

Please check one item

Please check one item

Race
___Black/African American

Ethnicity

Language

___ White Hispanic English

___Asian Non-Hispanic Other

__American Indian Refused to Report

___Hispanic

____Native American

__ Other Race

___Other Pacific Islander

___Unreported/refused to report
Employer Address

/ /

Spouse’s Name Spouse’s Phone Birthdate
Nearest relative not living with you Home Phone Work Phone

***p| EASE COMPLETE INFORMATION ON BOTH SIDES OF THIS SHEET *¥#*




Rowan Diagnostic Clinic, PA
Patient Data Sheet

PERSON FINANCIALLY RESPONISBLE FOR BILL: (if other than patient)

Last Name First Mid Init Phone #

Mailing Address _ City State Zip Code

Financial Responsibility

I certify, as the responsible party for this patient, that the insurance information I submitted today is current and
correct. | assign payments to be received through this insurance to be paid directly to Rowan Diagnostic Clinic, PA.
[ understand that I remain responsible for the payment of copays, deductibles, coinsurance amounts, and charges
for services not covered or paid by my insurance. Any balances due after my insurance has paid is due within 30
days. Any credit balances will be applied to any unpaid dates of service unless otherwise requested by the patient. I
have been offered a copy of the Rowan Diagnostic Clinic, PA notice of Financial Responsibility.

Responsible Party Signature Date / /

ACKNOWLEDGEMENT OF PRIVACY PRACTICES NOTICE

[ acknowledge that I have béen offered a copy of the Rowan Diagnostic Clinic, PA Notice of Privacy Practices.

Patient/Representative Signature Date / /

DESIGNATION OF PERSONAL REPRESENTATIVE

[ designate the person(s) named below to be my personal representative(s) and request Rowan Diagnostic Clinic,
PA treat them as they would me with regard to my protected health information. I understand that federal privacy
laws will no longer protect the released information when my personal representative(s) receive the information.
Unless [ state otherwise I place no restrictions on the release of this information to my representative(s) and
request this designation remain in effect until I offer my written notice of revocation. The designation(s) is/are
effective from the date of my signature,

Name: Relation:
Name: Relation:
Name: Relation:

Restrictions:

Patient Signature: Date: / /

CERTIFICATION OF ACCURACY

[ certify the information listed on this form is correct to the best of my knowledge. I understand that any incorrect
information provided here may result in reduced or no benefit paid by my insurance company.

Patient Signature: Date: / /

**%p| EASE COMPLETE INFORMATION ON BOTH SIDES OF THIS SHEET ***




