PRIMARY INSURANCE INFORMATION

F1 Medicaid #: Medipass Physician:

Insurance Company: Phone #:

Insurance Address: City, State, Zip:

Certificate, Policy or ID#: Group #:

Insured’s Name: _ Relationship to Patient: Self / Spouse/ Child
Insured’s Employer: Phone:

Employer’s Address: City,State,Zip:

Insured’s Social Security#: Date of Birth:______ Sex: Male/Female

If the patient is covered by another insurance policy, please complete the following information for
coordination of benefits. This information will enable your insurance company to process your claim
more quickly. Thank you!

SECONDARY INSURANCE INFORMATION

Insurance Company: Phone:

Insurance Address: City,State,Zip:

Certificate, Policy, or ID#: Group #:

Insured’s Name: ) Relationship to Patient: Self/Spouse/Child
Insured’s Employer: Phone:

Employer’s Address: City,State,Zip:

Insured’s Social Security#: Date of Birth: " Sex:Male/Female

I HEREBY ASSIGN, TRANSFER, AND SET OVER TO CHRISTINE EDWARDS, M.D., P.A. ALL
OF MY RIGHTS, TITLE, AND INTEREST TO MY MEDICAL REIMBURSEMENT BENEFITS
UNDER MY INSURANCE POLICY. I AUTHORIZE THE RELEASE OF ANY MEDICAL
IFNORMATION NEEDED TO DETERMINE THESE BENEFITS. THIS AUTHORIZATION
SHALL REMAIN VALID UNTIL WRITTEN NOTICE IS GIVEN BY ME REVOKING SAID
AUTHORIZATION. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL

CHARGES WHETHER OR NOT THEY ARE COVERED BY INSURANCE.

Patient’s Signature: Date:




