
 

 

 

 

 

  

Date:_______________________________________ 

 

PATIENT NAME:_____________________________________________________________________________________________________________ 

HOME ADDRESS:_____________________________________________________________________________________________________________ 

PHONE: ________________________________________________________________   MOBILE:___________________________________________ 

SEX:   M / F  DOB:__________________________________________ SOC. SEC.:__________________________________________ 

 

EMPLOYER’S NAME:_________________________________________________________________________________________________________ 

ADDRESS:_____________________________________________________________________________________________________________________ 

PHONE #:______________________________________________________________________________________________________________________ 

 

SPOUSE’S NAME (OR RESPONSIBLE PARTY)____________________________________________________________________________ 

EMPLOYER’S ADDRESS:_____________________________________________________________________________________________________ 

PHONE:___ __________________________________________________________________MOBILE:________________________________________ 

 

PRIMARY INSURANCE:____________________________________________________PHONE: _______________________________________ 

SUBSCRIBER NUMBER:______________________________________________________________________________________________________ 

SECONDARY INSURANCE:________________________________________________PHONE:_______________________________________ 

SUBSCRIBER NUMBER:______________________________________________________________________________________________________ 

 

IN CASE OF AN EMERGENCY WHO CAN BE NOTIFIED?_____________________________________________________________ 

PHONE:_________________________________________RELATIONSHIP TO PATIENT:__________________________________________ 

 

NAME OF REFERRING PHYSICIAN:_______________________________________________________________________________________ 

NAME OF PRIMARY CARE PHYSICIAN:__________________________________________________________________________________ 

 

THE UNDERSIGNED, HAS INSURANCE COVERAGE WITH ______________________________________ AND ASSIGNS 

DIRECTLY TO RICHY AGAJANIAN, M.D., A PROFESSIONAL CORPORATION ALL MEDICAL BENEFITS, IF 

ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED.  I UNDERSTAND THAT I AM 

FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY THE INSURANCE.  I 

HEREBY AUTHORIZE THE DOCTOR TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE 

PAYMENT OF BENEFITS.  I AUTHORIZE THE USE OF THE SIGNATURE ON ALL MY INSURANCE 

BENEFITS. 

 

_________________________________________________________  _____________________________________________ 

Name:         Date: 

 


