
STEPHEN J .  SOMMER,  MD

FAMILY PRACTICE TRAVEL IMMUNIZATIONS

WELCOME

SUZANNE

WOMENS' HEALTH

TO OUR OFFICE

M.  SOMMER,  NP

WORKERS '  COMPENSATTO

P A T I i N T ' S  A C C O U N T # GUARANTOR CATEGOBY

P A T I E N T ' S  N A M E  L A S T T I B S T M I DDLT H O M E  P H U N T

H O M E  A O D B E S S CITY STATE z t P

S O C I A L  S E C U B I T Y # I )ATE OF BIBTH P T A C E  { J f  B I B T H S E X

M A L E  F i M A I t

EMPLOY€B WOBK AOI}BESS WOR|(  PHONT

P A T I E N T ' S  O C C U P A T I O N E M E R G E N C Y  C O N T A C T  N A M T P HONI

P B I M A R Y  C A B E  P B O V I O E R  I T  N O T  A O O R E S

O R .  S O M M E B

PHONT

, B I M A S Y  I N S U R A N C E  I N S U B E D ' S  N A M I

S H O W  C A B D  T O  E E C I P T I O N I S T

R E L A T I O N  T O  P A T I E N T

A O t ] R I S S

G R O U P  N O . EFIECTIVT t ]ATt C O . P A Y M F N T  A M O U N T

S E C O N O A 8 Y  T N S U R A N C E  
I  

l N S U B F 0 ' , s  N A M F

SHOW CABI)  TO BECEPTIONIST

E E L A T I ( ] N  T O  P A T I E N T

S U B S C R I B E B  N O . GROUP NO.  EFFECTIVI  I ]ATI C O - P A Y M I N T  A

H O W  D I D  Y O U  H E A B  I N S U B A N C E  B O ( ] K
A B O U T  O U 8  O F F I C E ?

l i l t .L  P t iYStc tANs

REFEEEEI)  BY

S U M M I T T  M T t ) I C A L  C I N T E S M E t ) I C A L  S O C I E T Y

P H O N E  B O O X

NAMTS Of  OI I iTB FAMILY MEMBIBS

S E E N  I N  T H I S  O F F I C E

M A E I T A I  S T A T U S

S  M W t )  O T } I E B

N A M I  O I  S P O U S t  O 8  P A B T N T R WOEK PI IONT

S P O U S E /  P A R T N E E  E M P L O Y E R W O R K  P I ] O N I

I F  P A T I E N T  I S  A  M I N O R  O B  S T U D E N T :

MOTHER'S NAMI

EMPTOYEB

FATITIR 'S I iAME

EMPLOYER

I IOME At )Of fESS

WOEK ADDBTSS

I I O M E  P H O N T

HOME AI ]DBESS

WORK PIIONE

r|()Mt i , [0Nt

WOP.K T'IIONEW O B K  A O D E I S S

PLEASE NOTE: l f  there is any question regarding the bi l l ,  the person who is registering today wil l  be responsible for payment. l f  patient is a minor,
the person registering for the patient wi l l  be responsible. l f  you are not insured we would appreciate payment at the t ime of the visi t ,  however i f

necessary  a  payment  p lan  can be  ar ranged.

RELEASE STATEMENT FOR (pr in t  pa t ien t ' s  name) :

1. I  authorize Dr. Sommer to perform diagnostic tests and provide treatment necessary for medical evaluation and health
care for the patient named above.

2. I  accept responsibi l i ty for al l  charges incurred in the medical evaluation and health care of the patient named above.

3. I  authorize the payment of medical benefi ts be made direct ly by my insurer to Dr. Sommer for services rendered.

4 .  I  g tve  Dr .  Sommer  and h is  s ta f f  permiss ion  to  p rov ide  re levant  med ica l  in fo rmat ion  about  the  pa t ien t  named above to  my insurer  as
necessary to process my insurance claim.

5. I  give Dr. Sommer and his staff permissron to provide relevant medical information about the patient named. above to other medical
providers and faci l i t ies to which he refers me.

SIGNED: RELATION TO PATIENT: DATE:


