                              PREMIER PHYSICIAN SERVICES                         2/07
Fax To: (516) 883-5812 

PATIENT

LAST NAME: ___________________________________, FIRST NAME: _______________________________

PHONE: (_____) ______________________

ADDRESS: _______________________________________________________

CITY: _______________________ STATE: _________ ZIP: _______________ 

DATE OF BIRTH: _______/_______/_________ SEX:   ( MALE      ( FEMALE


PRIMARY












INSURANCE: ___________________________________ MEMBER I.D.: _______________________________

PHONE: (_____) ______________________

ADDRESS: _______________________________________________________

CITY: ______________________ STATE: _________ ZIP: ________________ 

SECONDARY

INSURANCE: ___________________________________ MEMBER I.D.: _______________________________

PHONE: (_____) ______________________

ADDRESS: _______________________________________________________

CITY: ______________________ STATE: _________ ZIP: ________________ 

Patient or Authorized persons signature: I authorize the release of medical or other information necessary to process this claim. I also request payment of government benefits either to myself or to the party accepts assignment.

PATIENT SIGNATURE: _____________________________________________


REFERRING PHYSICIAN

NAME: _________________________________________________NPI: _______________________________

DATE OF SERVICE: _______/_______/_________

ICD9 CODE: _____________________________________________________

LOCATION:
PLEASE TYPE OVER WITH LOCATION AND ADDRESS 

                        PHONE: TYPE OVER           FAX: TYPE OVER
