Nihon Bay Clinic
Registration Sheet
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PATIENT'S INFORMATION BEAI7+A—ay EﬁE_
BEKSA QU n—3F)
Last Name (GE=): First Name GE=F): Social Security #:
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Patient’s Birth Date: Sex: Single Married
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Guarantor's Full Name GE=): Employer:
BEERT Ends ki
Home Address: Employer's Address:
City: State: Zip: City: State: Zip:
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Home Phone: ( ) Work Phone: ( )
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Cell Phone ( )
INSURANGCE INFORMATION E#RIEA> I+ A—2 3>
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Insurance Plan Name: Insured’s ID #: Group #:
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Subscriber’s Full Name: Sex: DOB: Social Security #:
HRRELDORR B ES Fit ZDfth FEoREa4t
Relationship to Subscriber: Self Spouse Child Other Secondary Insurance Plan Name:

AUTHORIZATION TO RELEASE INFORMATION:
I hereby authorize to release any information in the course of
my treatment or examination to my insurance carrier(s.)

ASSIGNMENT OF BENEFITS:

I hereby authorize payment to Physician of Benefits due me for a
services rendered. I understand that I am responsible for charges
NOT COVERED by this insurance plan/authorization .

SIGNED: P SIGNED: pd
EMERGENCY CONTACT RSV

RARERSE BELDOER Kb T ZDfth
Contact Person’'s Name: Relationship to Patient: Spouse Child Other
EREERT BHESE

Home Address: Home Phone:
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Employer: Work Phone:

En#s ki

Employer’'s Address:

All statements for services rendered are due and payable within thirty (30) days of the date of statement. The undersigned
agrees and consents to pay all statements within ninety (90) days or to pay an additional late payment charge of 1.5% per month

(an annual rate of 18%) for any unpaid balance after the initial ninety (90) day period. The undersigned further agrees to pay any
and all attorney fees, costs and expenses incurred by Nihon Bay Clinic in collecting balances unpaid for more than 90 days.

SIGNATURE OF RESPONSIBLE PARTY :
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