
Today's Date  ___________________________________________

Patient's Name _______________________________________________________ Soc. Sec. No. __________________________

first middle last

9-1-1 Address ____________________________________________________________________________________________________

street city state                      zip

Mailing Address ____________________________________________________________________________________________________

street city state                      zip

Home Phone ___________________________________ Cell Phone _____________________________________

Age ____________ Birth Date ___________________________ Sex _________           Marital Status ___________

Patient's Employer ________________________________________ Business Phone ____________________________

Address  ____________________________________________________ Years Worked ______________

Spouse's Name _________________________________ DOB ______________ SSN  __________________________

Employer  _________________________________________ Business Phone  ___________________________

Medical Reason for Seeing the Doctor today  _______________________________________________________________

Have you been seen by this office before?  ____________ If yes, approximate year _________________

Your usual Medical Doctor  _________________________ Referring Doctor  _____________________________

If this was an injury, date of injury ___________ Worker's compensation? ________ Auto accident? _________

How did it occur?  ______________________________________________________________________________________

If patient is a minor, please complete the following:

Father's Name ____________________________________ DOB __________________ SSN _________________________

Address __________________________________________________________________

Phone No. _______________________________

Employer ___________________________________________________

Mother's Name ____________________________________ DOB __________________ SSN _________________________

Address __________________________________________________________________

Phone No. _______________________________

Employer ___________________________________________________

SEVEN HILLS SURGICAL ASSOCIATES

PATIENT INFORMATION

MINOR INFO CONTINUED ON OTHER SIDE



Parent/Guardian ____________________________________DOB __________________ SSN _________________________

Address __________________________________________________________________

Phone No. _______________________________

Employer ___________________________________________________

regardless of any insurance company determination.  I hereby assign my rights to payment of benefits to 

Seven Hills Surgical.  Seven Hills Surgical agrees to file my insurance if I supply the accurate and necessary

information.

plan with Seven Hills Surgical.

In Medicare assigned cases, Seven Hills Surgical agrees to accept the charge determination of Medicare 

as the full charge.  I am responsible only for the deductible, coinsurance and any non covered services.  

Coinsurance and deductibles are based upon the charge determination of Medicare.  Seven Hills Surgical 

requests payment of deductible or non covered services at the time of service.

I understand that for minor patients, the adult accompanying and the parents (or guardians) are responsible 

for full payment.  For non-accompanied minors, non emergency treatment cannot be performed unless

pre-authorized satisfaction for charges is received.

I understand and agree that if my account is turned over for collection to an attorney, I will pay costs of 

collection, including thirty three and one third percent (33 1/3%) attorney's fees and court costs (including 

service of process costs) until my account is paid in full.  I understand and agree that if any check

presented as payment is subsequently returned by my bank for non-sufficient funds or any other reason, I will

be responsible for any fees incurred by Seven Hills Surgical associated with such return.

I have read the above Guaranty of Account and Assignment of Benefits and understand and agree to the 

above terms.

I understand that if I request copies of all or any portion of my medical record be given to me, Seven Hills

Surgical Associates will charge me for the provision of those copies at the rate of $ .50 per page for the

first 50 pages copied and $ .25 cents per page thereafter in the case of copies generated from paper.

In addition, I will be charged the actual cost of mailing those documents to me if I request that they be mailed.

I hereby specifically agree to pay all such charges in advance in the event I request to receive copies of my

medical records.

Signature  __________________________________________________Date  __________________________

CHARGE FOR COPIES OF MEDICAL RECORDS

I understand that my insurance policy is a contract between me and my insurance company and that Seven 

at the time of service and that it accepts cash, checks, VISA and MasterCard.  If I do not have insurance, I 

agree that my fees will be charged to either VISA or MasterCard or that I will complete an extended payment 

GUARANTY OF ACCOUNT AND ASSIGNMENT OF BENEFITS

Hills Surgical is not a party to that contract.  I understand that some or perhaps all of the services provided 

may be part of my yearly deductible amount or co-payment responsibilities under my policy, non-covered 

services or deemed not necessary by my insurance policy.  I understand that I am responsible for my bill 

I understand that Seven Hills Surgical requests that payment of any co-pays or deductible amounts be made 

INSURANCE INFORMATION

Please provide receptionist copies of ALL current insurance cards.


