ACCOUNT # ______________

CLIENT INFORMATION FORM 
PATIENT INFORMATION: 

Full Name: ___________________________________________________________________________________________ 

SSN: _______________________      Date Of Birth:___________________           Marital Status:  S M D W       Sex:  M   F     

Mailing Address: _____________________________________________________________________________________

                                                                                                                        City                                         State                          Zip
Home Phone: _______________________  Cell # : _____________________  Email: _______________________________

Place of Employment: _______________________________________________ Phone: ____________________________

Employer address: _____________________________________________________________________________________

Spouse Full Name: _________________________________________SSN: _________________ DOB:________________

Spouse Employer:_______________________________________________________ Phone: ________________________

Referred by: ______________________________________________ Phone: _____________________________________

Nearest Relative / Friend  Not living with you: ______________________________________ Phone: __________________

Primary Doctor Name: ___________________________________________ Phone: ________________________________

Primary Insurance: __________________________________________________ Phone: ____________________________

Address: ________________________________________  Insured’s Name: ____________________  DOB: ____________

ID # : __________________________________Group # :____________________________     (Please bring card to appointment) 
Secondary Insurance: _______________________________________________ Phone: ____________________________

Address: ________________________________________  Insured’s Name: ____________________  DOB: ____________

ID # : __________________________________Group # :____________________________      (Please bring card to appointment) 
I authorize Neurology of Arkansas, PA (and any representative thereof) to release any and all information that is necessary to any insurance company or companies, to my referring physician, or physician to which I may be referred.  I authorize payment of benefits direct to Neurology of Arkansas for services rendered and understand that I am responsible for any charges that are denied by my carrier.  (If my coverage requires a referral from a primary care physician, I will be responsible for obtaining the necessary form and / or number.  I understand that if I do not, to obtain the proper referral before coming to my appointment I cannot be seen.)

Signature: ______________________________________________   Date: ______________________________________

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM
I have received a copy of the Notice of  Privacy Practices for Neurology of Arkansas, PA.
Signature: ______________________________________________   Date: ______________________________________
