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SURGERY
CENTER




	 
	Marcelo Hochman MD FACS
2097 Henry Tecklenburg Dr., Suite 212W
Charleston, SC 29414
Mailing:  P.O. Box 80789, Charleston, SC 29416
PHONE     843-571-4742

FAX      843-571-3619

	PATIENT
Please check One:         FORMCHECKBOX 
 Ms               FORMCHECKBOX 
Mrs                FORMCHECKBOX 
Mr 

_____________________________________________________________________
LAST NAME                                                       FIRST                               M.I.

_____________________________________________________________________
MAILING ADDRESS

_____________________________________________________________________
CITY / STATE / ZIP

_____________________________________________________________________
  HOME PHONE  #                                                            BUSINESS  PHONE #

_________________________  Primary phone to use:  FORMCHECKBOX 
 home  FORMCHECKBOX 
 business

 CELLULAR PHONE #                                                            FORMCHECKBOX 
 cell


Email Address: ________________________________________________
_______________________                                   ___________________________
DATE OF BIRTH                                                             MARITAL STATUS 

_____________________________________________________________________
SOCIAL SECURITY NUMBER

______________________________________________________________________
EMPLOYER                                                                 EMPLOYER PHONE #

_________________________________________________
OCCUPATION


______________________________________________________________________
PERSONAL PHYSICIAN / SPECIALITY

______________________________________________________________________
CITY                                                                                                STATE

 _________________________________________________________________
 Who may we thank for referring you to us?
 
 
 


	PRIMARY INSURANCE (we do not accept out of state Medicaid or most UHC plans)

______________________________________________________________________
INSURANCE COMPANY AND NAME OF PLAN

______________________________________________________________________
POLICY HOLDER

______________________________________________________________________
GROUP NUMBER

______________________________________________________________________
ID NUMBER
SECONDARY INSURANCE (we do not accept Medicaid as secondary, nor out of state Medicaid)

 __________________________________________________________________
 INSURANCE COMPANY AND NAME OF PLAN

   __________________________________________________________________
 POLICY HOLDER

 __________________________________________________________________
 GROUP NUMBER

 __________________________________________________________________
 ID NUMBER


	
	- RESPONSIBLE  PARTY / POLICY HOLDER If patient is not the primary insurance card holder


 ___________________________________________________________________
 NAME / RELATIONSHIP TO PATIENT 

If patient is  under 16 yrs old, are you the Legal Guardian?   FORMCHECKBOX 
yes   FORMCHECKBOX 
 no

 ___________________________________________________________________
 SOCIAL SECURITY NUMBER                                          DATE OF BIRTH

 


I, do hereby authorize a representative from The Facial Surgery Center to speak with the following person(s) regarding my medical care: 
    PLEASE CHECK ALL THAT APPLY
	Name
	Relationship
	Phone Number
	Emergencies
	Medical Care
	Appointments

	
	
	
	
	
	

	
	
	
	
	
	


I understand that this form will be valid until patient rescinds this authorization in writing to the Privacy Officer, Practice Manager.

AUTHORIZATION TO TREAT AND PAY BENEFITS TO MEDICAL CARE PROVIDER
I hereby give permission for Dr. Hochman or assistants to administer treatment and to perform such procedures as may be deemed necessary in the diagnosis and treatment of my medical condition.   I authorize Dr. Hochman to release personally identifiable health care information including the diagnosis and the records of any treatment or examination rendered to third party payers. I understand that this information may be processed through an electronic billing service. I authorize and request my insurance company to pay directly to the doctor or the doctor’s group insurance benefits otherwise payable to me. I understand that my insurance carrier may pay less than the actual bill for services. I agree to be personally responsible for payment of all services rendered on my behalf including any applicable co-payment, deductible, co-insurance, uncovered service or uncovered balance.                                                          
Your signature signifies that you have read, understand, and agree to all of the above and that all information above is accurate.

Patient or Legal Guardian:  X  ___________________________________   Date: ________________
[image: image2.png]



