
Center for Family Medicine - Bismarck
Patient Information  (Please print clearly and fill out entirely)

Parent or Guardian  (If different from above)

Spouse's Information

Other Insurance Information

Patient's Name: 

Maiden Name: 

Date of Birth:

Sex:          M     F

Social Security #:

Address 

  

Telephone #: 

--

--

--

-- --

(             ) -

(             ) -

(             ) - (             ) -

(             ) -

- -

Relationship to Responsible Party
S = Self
H = Husband
W = Wife
C = Child
O = Other

Marital Status
M = Married
S = Single
D = Divorced
W = Widowed
X = Separated
O = Other

Name of Responsible Billing Party: Employer:

Telephone #: Work Phone #:

Address Line #1: Address: 

Address Line #2:

Social Security #:

Name of Spouse: Spouse's Employer:

Social Security #: Address: 

 Work Phone: 

Is patient covered by Medicare Part B? Medicare No.: Railroad?

Is patient covered by Medical Assistance/Welfare? Recipient I.D. No.:

Primary Coverage: Secondary Coverage:

Policy Holder: Policy Holder:

Birthdate: Birthdate:

Name of Insurance Co.: Name of Insurance Co.:

Address: Address:

Policy No.: Policy No.:

Group No.: Group No.:

Effective Date:                                                      Copay. Amt. Effective Date:

IN CASE OF AN EMERGENCY, WHO SHOULD WE CONTACT?
(Please list someone living at a residence other than those listed above.)

NAME: RELATIONSHIP:

ADDRESS: CITY: STATE: ZIP:

DAY TELEPHONE: NIGHT TELEPHONE:

(PLEASE CONTINUE ON OTHER SIDE)

Yes

Yes No

No❑ ❑
❑❑

LAST                                         FIRST                                              M.I.

CITY                                             STATE                                                 ZIP   

CITY                                             STATE                                                 ZIP   

CITY                                             STATE                                                 ZIP   

CITY                                             STATE                                                 ZIP   

CITY                                             STATE                                                 ZIP   

         Account Number:

         Patient Number:

Patient's Employer:

Employer Address:

Work Phone:

800201     5M  (4-05)

Insurance Information

Date Updated:

HIPPA



PAYMENTS/MEDICAL INSURANCE: 

       Payments for medical care received is due at the time of service.  All monthly statements are due upon receipt and payable in full.  We are not a party 

to agreements between you and your insurance company and regardless of the action of your insurance company, payment for services is your 

responsibility.  If special financial plans are needed, we will work with you to make arrangements for payments.  If no satisfactory arrangements are 

established and a bill remains unpaid, the account is assigned to a collection agency.

     I, the patient and/or responsible party for payment, do authorize the release of all medical information necessary to process any insurance claim filed 

on my behalf and hereby request direct payment to the UND Center for Family Medicine of authorized insurance or Medicare benefits payable to me or for 

my benefit. 

(Signature of Patient, Parent/Responsible Party) (Date) 

Statement to Permit Payment of 
Medicare Benefits to Provider, 

Physician, and Patient 

Name of Beneficiary Health Insurance Claim Number 

I request that payment of authorized Medicare benefits be made either to me or in my behalf to Bismarck Center for Family Medicine 
any services furnished me by this provider.  I authorize any holder of medical information about me, needed to determine those 
benefits or the benefits payable for related services, to be released to the Health Care Financing Administration or its agents.

Patient's Signature

Date

Statement to Authorize Medicare Participating 
Providers to Request Medicare to Send Payment 

Information and to Receive the Beneficiary Payments 
from the Medigap Insurance Companies 

Name of Beneficiary Health Insurance Claim Number 

I authorize Medicare to send "Explanation of Your Medicare Part B Benefits" information to my Medigap Insurance and benefits to be 
made in my behalf to Bismarck Center for Family Medicine for any services furnished to me by this Medicare Participating Provider 
until further notice.  I authorize any holder of medical information about me, needed to determine those benefits or the benefits payable 
for related services, to be released to the Health Care Financing Administration or its agents.

Medigap Insurer

Patient's Signature

Date 
 


