
Cameron s. nrk.ilnr, o.

Address: lincluding apt. number)

City, State, Zip Code:

BARIATRIC AND GENERAL SURGERY

Patient Information

Name: (Last, flrst, middle Date of Birth:

Home phone:_ Work phore: Cell phone

E-mail address: Preferred form of communication with us:

Marital Status: Married_ Single _ Divorced Widow Other

Race Language Preference

Social Securitv Number:

Employer:

Emergency Contact person: Emergency contact number:

Responsible Party (if not natient) Contact number

Who refened 1ou to Dr. Askerv?

Primary Care Physician: Prefened Pharmacy:

Primary Insurance: Policy Holder:

Policy # Group #: Relationship to patient:

Policy Holder date of birth Specialist Co Pay Amount:

Secondary Insurance: Policy Holder:

Co-Pays are due at the time of service. In the event you do not provide our office with correct insurance information on the date of your
scheduled appointment we will not be held accountable for non-precertification or notification. If insurance is filed according to the
information provided by you (the patient) and the claim denies because other insurance is primarl or secondary the bill becomes your
full responsibility. It is your responsibility to provide correct insurance information at the time of service. The patient (parent/guardian) is

responsible for all fees - regardless ofinsurance coverage. Should benefits be paid directly to the policy holder by the insurance company,
you should forward payment toAskew Bariatric along with a copy of the EXPLANATION OF BENEFITS to be applied to any unpaid
balance on your account.

Please list all family/friends who we can discuss your medical records, treatment, test results (etc.)

NameiRelationship/Phone #

Name/Relationship/Phone #

Date: Patient (Responsible parly) Signature:

Policy #: Group #: Relationship to patient:

Policy Holder date of birth:



=&
f*rt":#rCir; 5. A;k*r*rY iir; i-r
!.ialii i $,: I f.,.....1 :.: .1 i 1.d.. r ii,.. .; i, i'

Netr F*tlent Medlcal Ftlstory Form:

Horns Madlcatlons:

Erug Al1*rglee:

Fact fi$edl*ei filetory; {C}}rcNe ar wrlte ln}

t{a3h &i**d Pr+ssur*
H4tr fihr.:$aclarcJ
Drsi:*tss: Insuirr.l hl*rt"sr*ulr*
$nstruetrrre *!eel g: a6:nea
*$leffirth'"{t{g
Bx*k Pa",l
.-$*l*t Fa*r
GEHDr'hesfi!:*rs'r
I*ltgran**l*
l*{eiirt dr**tr**
fu -t.xe 

*r tljlB * S rs s:4 l'3 rl

Paet $urg{*al Hl*tarp {Qr+le or urdte ln}

&a E ts;.r Eypx* xr'S le eu,* fr a*lr*"*l* my,rlgt: g*r'l *
Gai 1e1l jaclci g r r& m r;vai

Ap****1e,,;t*m'y
fJysl{r}r**t*rTty
Kne* *urgory
&*** *rrrgriry
Fl6 **rg*ryp
T,*lr";;ll**l*ffi'y
11*r*la rBF*ir

Soclel Hi*tory:
*rrr*ks: frunant Ns'usr fturl
A***}*t.

Fe,mtiy Hletory: {Sircfe & &nltewh}ch f*mily
ruember(e)

Hearl ftteaass
e a*e*r
l-fuglt h1c*d pt*39{.Jr*

Bevi*Fr of Syatomr: {Clrei*}

?deight S5r$r: sr i*ss
5h*rt*ess *f b;ssth wit*r a*i*n;t*
H*scfe*h*s
d*xer*e g

A*e*<minaE pain
**:r*trp*t*rt
hI*atinq
ha*$r Barn
gotnt paxr
eki* inf**tb**a
rasi:
p**r st*ry
rva#.* *g frequ*nt{r ttrlrs;.r*n*ut th* n6gft t
f*tig,n*
die#hea
pai*l'wittr u;i*at**n
cha*g* sl rJ*g?al**l
{J { #}ar? E r*;* * td}s{}*&

Llxt yaur rcgular &ctore lf appltea&la:

Frirnary *;rre
[:ar:j*i':g,r {"!'

l$l#t &ru,g*:



{amenon S" Aslqew MA PC
EARIATRiC A,ND GEX}Efi.4 1 SURGER Y

Please Carefully Read and Sign

Treatment:

l, the undersigned, agree to the care and treatment by the attending physician, her/his associated, and/ar
assistants. The treatment may include but is not restricted to medications, immunizations, anesthesia,
surgical and invasive procedures, laboratory tests, x-rays, or other studies that may be helpful in the provision
of mylthe patient's care, My medical records may be fumished to other physicians as needed for my
treatment.

Patient Signature: Date:_

lnsurance lnformation/Payment in Full:

l, the undersigned do confimt that my insurance information is conect and cunent and I have given you my
primary and secondary insurance information if applicable. Co-pays ard,due at the time o{ seruice.

ln.the gvent that you do not provide our office with correct insurance information on the date of your
scheduled appointment, we will not be held accountable for non-precertification. lf insurance is incorect or
claim is denied because another insurance is primary and you did not give us this information, the bill will
become your full responsibility. lf you provide correct insurance after the fact and insurance denies based on
untimely.filing you will also be ymponsible for full charges regardless of the insurance sending a letter that
states "No patient responsibility"-

I also understand that charges not covered by insurance remain my responsibility and I agree to pay my
patient balance. I understand that if I do not pay on my balance within g0 days that hry balanCe will bd tdrnei
over to a collection agency and I will be responsible for all fees in addition to my balance.

Patient

Communication:

I authorize my health care provider and her/his staff to use a telephone system, automated telephone or
ta{ing system, and/or email and to use my name! address, phone number and name of treating physician as
well as place and tim.e oJ appoillment for the limited purpose gf coltacfing me to notify me"df i pending
appointment or other limited heahhcare related communication. And that this information ian be shai"ed witil
a third party who answerc the phone or be left on a voicemail system.

Medical information and/or test resufts will only be shared with the PATIENT or the fotlowing personlpersons:

NamelRelati onship/Phone #:

Name/Relationship/Phone #:

Patient Signature: Date:_

f.la*o.


