CENTER FOR ADVANCED THERAPEUTIC ENDOSCOPY
Please fill out the information below and return with your insurance cards(s)

Date______________________

Patient’s Name: _____________________________________________________________________
                               (Last)                                                    (First)                                                     (Middle)
Address: ___________________________________________________________________________
                     (Street)                                                                          (City)                          (State)                     (Zip Code)

Home Phone Number:________________________________________________________________

Work / Cell Phone Number:___________________________________________________________
Age:__________        Date of Birth:___________    Marital Status:____________________________

Occupation:______________________________     Social Security Number:___________________
Employer’s Name:___________________________________________________________________

Spouse’s Name:___________________________    Employer:________________________________
Emergency Contact: Name_____________________________________________________________




Phone number______________________________________________________



            Relationship _______________________________________________________

Primary Insurance Carrier:____________________________________________________________

PolicyHolder’s Name _________________________________________________________________

GroupNumber_____________________________Subscriber ID Number______________________

Secondary Insurance Carrier:__________________________________________________________

PolicyHolder’s Name _________________________________________________________________

GroupNumber_____________________________Subscriber ID Number______________________
Required Information:
Referring Physician:    



Primary Care Physician:

_________________________________

________________________________________
Address__________________________

Address__________________________________

________________________________

________________________________________
Phone number_____________________                  Phone number_____________________________
Fax number_______________________

Fax number_______________________________
Patient’s or authorized person’s signature (please sign both lines)
I authorize the release of any medical information necessary to process this claim
Signature_____________________________________________________ Date_________________

I authorize payment or medical benefits to Center for Advanced Therapeutic Endoscopy 
Signature_____________________________________________________ Date__________________

