SOUTHWEST EAR, NOSE AND THROAT CONSULTANTS, P.A.
BILLING (GUARDIAN OR GUARANTOR)
________________________________________________________________________________________________
FULL NAME (FIRST NAME, MIDDLE INITIAL, LAST NAME)
________________________________________________________________________________________________

ADDRESS

_____________________________________________________________________(M)___(S)____(D)____(W)____CITY, STATE, ZIP CODE








MARITAL STATUS
________________________________________________________________________________________________

PHONE NUMBER
CELL NUMBER


DATE OF BIRTH

SOCIAL SECURITY NUMBER
________________________________________________________________________________________________
EMPLOYER









WORK PHONE NUMBER
________________________________________________________________________________________________

ADDRESS
________________________________________________________________________________________________
CITY, STATE, ZIP CODE

___________________________________________________________________________________________________________________
PATIENT (UNDER 18 YRS OF AGE):
________________________________________________________________________________________________
FULL NAME (FIRST NAME, MIDDLE INITIAL, LAST NAME)
________________________________________________________________________________________________
ADDRESS
________________________________________________________________________________________________

CITY, STATE, ZIP CODE




PHONE NUMBER


CELL NUMBER
_____________________________________________________________________(M)___(S)____(D)____(W)____

SOCIAL SECURITY NUMBER


DATE OF BIRTH                AGE


MARITAL STATUS
________________________________________________________________________________________________

EMPLOYER









WORK PHONE NUMBER

________________________________________________________________________________________________

ADDRESS

________________________________________________________________________________________________

CITY, STATE, ZIP CODE

___________________________________________________________________________________________________________________
REFERRING PHYSICIAN:_______________________________________________________________________

INSURANCE INFORMATION-PRIMARY INSURANCE:
________________________________________________________________________________________________

COMPANY NAME

________________________________________________________________________________________________
ADDRESS
________________________________________________________________________________________________
CITY, STATE, ZIP CODE








PHONE NUMBER

________________________________________________________________________________________________
PT. RELATION TO INSURED



POLICY NUMBER


GROUP NUMBER
________________________________________________________________________________________________

NAME OF INSURED









DATE OF BIRTH

___________________________________________________________________________________________________________________
SECONDARY INSURANCE:

________________________________________________________________________________________________

COMPANY NAME

________________________________________________________________________________________________
ADDRESS

________________________________________________________________________________________________
CITY, STATE, ZIP CODE








PHONE NUMBER

________________________________________________________________________________________________
PT. RELATION TO INSURED



POLICY NUMBER


GROUP NUMBER

________________________________________________________________________________________________
NAME OF INSURED









DATE OF BIRTH
SOUTHWEST EAR, NOSE AND THROAT CONSULTANTS, P.A.

PERSONA RESPONSABLE (TUTOR o PADRES)

________________________________________________________________________________________________
NOMBRE COMPLETO 

________________________________________________________________________________________________

DOMICILIO
____________________________________________________________________ (C)____(S)____(D)____(V)____
CIUDAD, ESTADO, ZONA POSTAL







ESTADO CIVIL
________________________________________________________________________________________________

NUMBERO DE TELEFONO 
NUMBERO DE CELLULAR
FECHA DE NACIMIENTO
NUMERO DE SEGURO SOCIAL
________________________________________________________________________________________________
EMPLEADO








NUMERO DE TELEFONO DEL TRABAJO
________________________________________________________________________________________________

DOMICILIO
________________________________________________________________________________________________
CIUDAD, ESTADO, ZONA POSTAL

___________________________________________________________________________________________________________________

PACIENTE (MENOR DE 18 ANOS DE EDAD):

________________________________________________________________________________________________

NOMBRE COMPLETO 

________________________________________________________________________________________________

DOMICILIO

________________________________________________________________________________________________

CIUDAD, ESTADO, ZONA POSTAL


NUMBERO DE TELEFONO

NUMBERO DE CELLULAR
_____________________________________________________________________(C)____(S)____(D)____(V)____

NUMERO DE SEGURO SOCIAL

FECHA DE NACIMIENTO
 EDAD


ESTADO CIVIL
________________________________________________________________________________________________

EMPLEADO









NUMBERO DE TELEFONO
________________________________________________________________________________________________

DOMICILIO

________________________________________________________________________________________________

CIUDAD, ESTADO, ZONA POSTAL

___________________________________________________________________________________________________________________
MEDICO DE REFERENCIA: _____________________________________________________________________

INFORMACION DE SEGUROS-ASEGURANZA PRIMARIA:

________________________________________________________________________________________________

NOMBRE DE ASEGURANZA PRIMARIA
________________________________________________________________________________________________
DOMICILIO
________________________________________________________________________________________________
CIUDAD, ESTADO, ZONA POSTAL







NUMERO DE TELEFONO
________________________________________________________________________________________________
RELACION AL ASEGURADO



NUMBERO DE LA POLIZA

NUMBERO DE GRUPO
________________________________________________________________________________________________

A QUE NOMBRE ESTA LA POLIZA







FECHA DE NACIMIENTO
___________________________________________________________________________________________________________________
ASEGURANZA SECUNDARIA:

________________________________________________________________________________________________

NOMBRE DE ASEGURANZA SECUNDARIA ________________________________________________________________________________________________
DOMICILIO

________________________________________________________________________________________________
CIUDAD, ESTADO, ZONA POSTAL







NUMERO DE TELEFONO

________________________________________________________________________________________________
RELACION AL ASEGURADO



NUMBERO DE LA POLIZA

NUMBERO DE GRUPO

________________________________________________________________________________________________

A QUE NOMBRE ESTA LA POLIZA







FECHA DE NACIMIENTO

