Interventional Cardiology Medical Group, Inc (ICMG)
Patient/Customer Data Form
|PUSH to Reset Form |

Name: DOB: Age: Gender:
Home Address: City State Zip
Social Security No. Drivers License or State ID: Marital Status:

Occupation (current or last):

Employer: Check if retired: Year retired:
Work Address: City State Zip
Primary Physician: Who referred you (if not primary

Consultants you see regularly:

How did you hear about ICMG: ICMG Cardiologist:

So that we may contact you, please provide your various phone numbers and e-mail

Home Cell Work Fax

Personal e-mail: Preferred Contact Phone No. |

Name of Emergency Contact - someone who we may contact in the case of emergency
Name: Relationship :

Contact e-mail: Contact Phone:

Insurance and Payment Responsibility Information and Agreement

Please complete this section AND bring your insurance card(s) with you so that we may make a photocopy for our records.
If you have Medicare, indicate your supplemental carrier, if any, from the drop down menu below.

If your insurance carrier is not listed, you may type it in.

Check if Medicare: |:| Check if you have no insurance or intend to pay in cash: |:|

Insurance Co (select from drop down menu or type in):

By my signature below, | acknowledge the following:

1. The above information is true to the best of my knowledge

2. 1 am financially responsible for all charges whether or not paid by my insurance companry subject
to the limits of the law

3. | am responsible to know whether or not ICMG is contracted with my insurance company.

4. ICMG may release any information in its possession required to process my claims.

5. HMO patients: Service may not be rendered without authorization.

6. PPO and POS patients: | may wish to verify with my insurance company whether services .
rendered my ICMG are covered benefits.

7. Privacy policy (HIPPAA) and acceptable e-mail use policy may be found at vaw.icardiomg.com.|

Your signature: Date;

You may print, sign and fax or bring to office or you may submit by e-mail -
| Push to submit, you will be asked to sign when you come to the office
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