


Physician complete and sign PART 2

PART 1 TO BE COMPLETED BY ENROLLEE
PATIENT’S NAME AND ADDRESS DATE OF BIRTH

SIGNED (ENROLLEE)

DATE

SIGNED (ENROLLEE)

DATE

PART 2 TO BE COMPLETED BY ATTENDING PHYSICIAN Please Print or Type

1. DATE OF ILLNESS (FIRST SYMPTOM) OR 2. DATE FIRST CONSULTED YOU FOR 3. HAS PATIENT EVER HAD SAME 4. IS CONDITION DUE TO 
INJURY (ACCIDENT) OR THIS CONDITION OR SIMILAR CONDITION? EMPLOYMENT?
PREGNANCY (LMP) YES     NO YES     NO

5. DATE PATIENT ABLE TO RETURN TO 6. DATE OF TOTAL DISABILITY 7. DATE OF PARTIAL DISABILITY
WORK

FROM THROUGH FROM THROUGH

8. NAME OF REFERRING PHYSICIAN 9. FOR SERVICES RELATED TO HOSPITALIZATION GIVE
HOSPITALIZATION DATES
ADMITTED DISCHARGED

10. NAME & ADDRESS OF FACILITY WHERE SERVICES RENDERED (if other than home or office) 11. WAS LABORATORY WORK PERFORMED OUTSIDE YOUR OFFICE?

YES NO CHARGES

12. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, RELATE DIAGNOSIS TO PROCEDURE IN COLUMN BY REFERENCE TO NUMBERS 1, 2, 3 ETC. OR ICD-9 CODE

1.

2.

3.

4.

13. A B* C FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES OR D F
DATE OF PLACE OF SUPPLIES FURNISHED FOR EACH DATE GIVEN ICD-9 E
SERVICE SERVICE PROCEDURE CODE (Explain Unusual Services or Circumstances) DIAGNOSIS CHARGES

(IDENTIFY) CODE

14. SIGNATURE OF PHYSICIAN OR SUPPLIER 15. ACCEPT ASSIGNMENT 16. TOTAL CHARGES 17. AMT. PAID 18. AMT. DUE

YES              NO
20. PHYSICIAN OR SUPPLIER’S NAME, ADDRESS, ZIP CODE & TELEPHONE NO.

19. YOUR SOCIAL SECURITY NO.

SIGNED DATE

21. YOUR PATIENT’S ACCOUNT NO. 22. YOUR EMPLOYER I.D. NO.

*PLACE OF SERVICE CODES

1 - (IH) - Inpatient Hospital 4 - (H) - Patient’s Home 7 - (NH) - Nursing Home O - (OL) - Other Locations
2 - (OH) - Outpatient Hospital 5 - Day Care Facility (PSY) 8 - (SNF) - Skilled Nursing Facility A - (IL) - Independent Laboratory
3 - (O) - Doctor’s Office 6 - Night Care Facility 9 - Ambulance B - Other Medical/Surgical Facility

AUTHORIZATION TO PAY BENEFITS TO THE PROVIDER. I hereby authorize
payment directly to the Provider of the Surgical and/or Medical Benefits, if any,
otherwise payable to me for the services as described below or on the attached bills,
but not to exceed the reasonable and customary charge for those services.

AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the 
undersigned Physician to release any information acquired in the course of my
examination or treatment.
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