Virginia Rheumatology Clinic
516 Innovation Drive, Suite 204
Chesapeake, VA  23320
Phone: 277-9927 Fax: 277-9928

Date: __________________


Marital Status:  ◌ Single ◌ Married ◌ Divorced ◌ Separated   ◌ Widowed          Language: __________

Sex: ◌ Male    ◌ Female       Race: _______________Ethnicity:  Hispanic ____ or Non-Hispanic ______

Name:  _____________________________________________________   DOB: __________________
	Last			First				              MI

Address: _____________________________________________________________________________

City: ____________________________________________ State: ____________   ZIP: _____________

SSN: _______________________________________   Home Phone: ____________________________

Email: ______________________________________	Cell Phone: _____________________________

Employer: _________________________________	Work Phone: ____________________________

Spouse’s Name: ____________________________	Spouse’s Employer: ______________________

Emergency Contact: _________________________	Phone: _________________________________

1) Primary Insurance: _______________________________________________________________

Subscriber Name: ____________________________	Subscriber’s DOB: ________________________

Relationship to Patient: ____________    Insurance ID#: ___________________ Group #: _____________ 

2)  Secondary Insurance: _____________________________________________________________

Subscriber Name: ____________________________	Subscribers DOB: ________________________

Relationship to Patient: _________________ Insurance ID#: ____________________Group #: _________


Primary Care Physician Name: _________________________ Ph: ________________________________

Preferred Pharmacy: __________________________ Address: __________________________________

Phone: _____________________

This is an Authorization for Treatment.  I understand I am responsible for any amount not covered by my insurance.
I have reviewed and accepted the VRC Financial Policy.


____________________________________________			___________________________
Signature of Patient							Date

