Adva nr.ed

MNeurcleg
Assucmfes, Inc,

Steven Benedict, MD Nicole Danner, DO Christopher Hassett, DO
Angela Gillmor, NP Angela Lowe, PA-C Anne Lacour, PA-C
Sarah Carroll CNP Brandy Morris, FNP-C Felicia Windnagel, C-NP
Nicholas DenBesten PhD

5433 State Route 113 703 Tyler St Ste 353 34 Executive Drive Suite C 615 Fulton St Suite 200
Bellevue, OH 44811 Sandusky, OH 44870 Norwalk, OH 44857 Port Clinton, OH 43452
(P) 419-483-2403 (P) 419-483-2403 (P) 419-483-2403 (P) 419-483-2403
(F) 419-483-8418 (F) 419-483-8418 (F) 419-483-8418 (F) 419-483-8418

PLEASE FILL OUT FORM AND GIVE TO RECEPTIONIST ALONG WITH INSURANCE CARD(S) AND PHOTO ID.

Patient Last Name: | Patient First Name: | Middle Initial:
Sex: o Male o Female Marital Status o Single o Married o Separated o Divorced o Widowed
Race: o White o African American o Hispanic o Other Ethnicity: o Hispanic oNot Hispanic oUnknown
Address: Apartment #:
City: State: Zip: Date of Birth: / /
SS#: - - Email Address:
Primary Phone Number: ( ) - oHome oCell oWork Ok toleave message? o YES o NO
Alternate Phone Number: ( ) - oHome oCell oWork Ok toleave message? o YES o NO
Employment Status: oEmployed oSelf-Employed oUnemployed cRetired oDisabled  oMilitary
Employer: Occupation: Student: o FT oPT
GUARANTOR INFORMATION (Head of household) o Self o Spouse o Mother o Father oOther
Last Name: First Name: Middle Initial:
Address: Apartment #:
City: State: Zip: Date of Birth: / /
SS#: - - Primary Phone: ( ) - Alternate Phone: ( ) -
Employer: Occupation:
PRIMARY INSURANCE INFORMATION
Primary Insurance Name: ID Number: Group Number:
Policy Holder Name: Relationship to patient:
(If not patient or guarantor) Policy Holder SS# - DOB: / /
SECONDARY INSURANCE INFORMATION
Primary Insurance Name: ID Number: Group Number:
Policy Holder Name: Relationship to patient:
(If not patient or guarantor) Policy Holder SS# - DOB: / /
PHYSICIAN INFORMATION
Primary Care (Family Doctor) Name: Phone: ( ) -
Other Physician Name: Phone: ( ) -
PHARMACY INFORMATION
Pharmacy Name: City of Pharmacy: Mail in Pharmacy:
| certify that the information | have provided is correct Relation to patient:

Patient or Responsible Party Signature: Date:




