
PATIENT INFORMATION 
 

NAME______________________________________PHONE____________________________________________ 
 
ADDRESS___________________________________CITY______________________________________________ 
 
STATE_____________ZIP__________SOCIAL SECURITY NUMBER____________________________________ 
 
DATE OF BIRTH______________________SEX_______WEIGHT_______HEIGHT________________________ 
 
SHOE SIZE________MARITIAL STATUS_____OCCUPATION_________________________________________ 
 
EMPLOYER_____________________________________PHONE________________________________________ 
 
SPOUSE/GUARDIAN/PARENT  (CIRCLE ONE)_____________________________________________________ 
 
EMPLOYER____________________________________PHONE_________________________________________ 
 
REFERRED BY:________________________________________________________________________________ 

 
INSURANCE INFORMATION 

 
INSURANCE___________________________________________________________________________________ 
 
INSURANCE ADDRESS___________________________________STATE_____ZIP________________________ 

 
INSURANCE PHONE #________________________DO YOU REQUIRE A REFERRAL ? YES___  NO________ 
 
SUBSCRIBERS NAME___________________________________RELATIONSHIP_________________________ 

 
IDENTIFICATION NUMBER_________________________GROUP NUMBER____________________________ 

 
PRIMARY CARE PHYSICIAN__________________________________PHONE#___________________________ 

 
PHYSICIANS 
ADDRESS_____________________________________________________________________________________ 

 
ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION 
I HEREBY AUTHORIZE PAYMENT OF INS./MEDICARE BENEFITS TO SHELDON FLEISHMAN, D.P.M. 
I AUTHORIZE RELEASE OF ANY AND ALL INFORMATION REQUIRED BY THE INSURANCE COMPANY/ MEDICARE FOR 
PAYMENT OF BENEFITS 
 
_______________________________________________/_______________ 
SIGNATURE                                                                           DATE 
 
FINANCIAL RESPONSIBILITY 
I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ANY AND ALL SERVICES PERFORMED BY DR FLEISHMAN 
and/or BLUE SPRINGS PODIATRY. 
 
 
_______________________________________/______________ 
SIGNATURE                                                                             DATE   
 


	INSURANCE INFORMATION

