MUNDELEIN FOOT AND ANKLE CENTER
REGISTRATION FORM

(Please Prmt)

Today’s Date: Edward Schulz

e ’ D S Y O T e A R e R

Patient’s last name: First: Middle: iss | | Marital status:
S Slngle [] Mar I:I Div D Sep D wid D
Are you a student? Are you employed7 Full tlme or Part tlme7 l Birth date Age: Sex: ;

Oves  Ono | . 1Om OF,

L T T SR T e e b e e et aims

| "ljD«
23

Street address Soual Secunty no.: ' Home phone no.:

" Apartment number: , City: " State: ZIP Code:
Occupation: ' Employer: f Employer phone no.:
) :

Chose cllnlc because/referred to clmlc by (Please check one box) I:] Dr. : [ tnsurance plan [ Hospital

L__] Famlly D Fnend D Close to home/work |
Cell phone () E-mall address ;

(Please glve your lnsurance card to the receptlonlst ) !

Person responsible for bill: ; Birth date. i | Address (if dlfferent) ’ Home phone no.:

)

Is thlS person a patlent here7 I:l Yes ['_'J No

i Occupatlon. Employer i Employer address ‘ Employer phone no.:

i - Is this patient covered by insurance? D Yes D No

Please indicate primary insurance l D Medlcare I:I BCBS D Unlted Health Care I:I Humana [Opea
D Aetna ’ D Clgna { E] PHCS I:l Unlcare i I:I Other

Subscrlbel‘s name: Subscrlber's S. S no.: i Blrth dal:e: ! Group no.: Pohcy no.: i Co-payment:
' l:] Self |:] Spouse l:l child | [J Other

Name of secondary insurance (|f appllcable) Subscrlbers name: Group no.: | Policy no.:

Panent’s relatlonshlp to subscrlber

Patlent’s relatlonshlp to subscnber I:I Self [ spouse i Ol chid [ Other 7 |

" Name of local friend or relative (not living at same address): “ Relationship to patient: i Home phone no.: Work phone no.:
i H i

The above mformatlon is true to the biﬁt of my knowledge I authonze my insurance beneﬁts be pald dlrectly to the physrctan I understand that I

" am financially responsible for any balance. I also authorize Edward A. Schulz DPM or insurance company to release any information required to
. process my claims.

Patient/Guardian signature - Date
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