Dr. Speier Patient Information

PLEASE PRINT CLEARLY

Patient Name:_____________________________________________________

Age:_________

Address:_________________________________________________________      Apt:__________

City: _______________________________________
State:_______
Zip:___________
Date of Birth:_________________ Phone No.____________________ Cell No._____________________
Primary Care Dr:____________________________
Primary Care Phone:________________________

Marital Status:

 Married

 Single

 Widowed

 Divorced
Social Security No._____________________________ Drivers License No._________________________
Occupation:____________________________________    Work Phone:_______________________
Place of Employment:____________________________  Address:________________________________
Subscribers Name:________________________________________            Policy:___________________
Insurance Co. ____________________________________________          Group:____________________
Subscribers Birthdate:_________________ 
Subscribers Social Security No.________________
Spouse/Parent Name:________________________________________
Birthdate:_________________
Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment.  Some companies pay fixed allowances for certain procedures, and others pay a percentage of the charge.  It is your responsibility to pay any deductibles, co-insurance, or any other balance not paid for by your insurance, including reasonable attorney’s fees and costs of collection in the event of default, unless other arrangements have been made.  In order to control your cost of billings, we request that our charges for office visits be paid at the conclusion of each visit. I have also read the financial policy that is posted in the office and agree to all terms posted.
Signed:______________________________________________________
Date:___________________________

