Maleelm Rude, M.D., P.UA.

Plastic & Reconstructive Surgery

To: Malcolm Rude M.D. P.A. |From:

[Fax 979-776-2655 IDate:

IPhone Number: 979-776-8825 Total Number of pages including cover page: 7
|RE: Patient Registration forms

X

This message is intended only for the use of the individual or entity to which it is addressed and may contain information that is privileged,
confidential and exempt from disclosure under applicable law. If the reader of this message is not the intended recipient or the employee or agent
responsible for delivering the message to the intended recipient, you are hereby notified that any dissemination, distribution or copying of this
communication is strictly prohibited. If you have reccived this communication in error, please notify us immediately by telephone, and return the
original message to us at the address on this facsimile via the US Postal service. Thank you.

2304 De Lee Stueet Bryan, Teaas 77802 Office 979.776.8825 Faa: 979.776.2655



Malcalm Rude, M.D., P.A.

Plastic & Reconstructive Surgeny
PERSONAL DATA:
Full name: Name you like to be called:
Date of birth: Age: Sex: Social Security Number:
Address: City: State: Zip:
Daytime phone: Evening phone: Cell phone:
Pager number: E-mail address:
EMPLOYER INFORMATION:
Employer: Occupation:
Employer’s address: Phone number:
RESPONSIBLE PARTY:
Name: Relation to patient:
Address: City: State: Zip:
Daytime phone: Evening phone: Cell phone:
INSURANCE INFORMATION:
Primary Insurance Company: Phone number:
Address: City: State: Zip:
Policy number: Group number:
Name of policyholder: Date of birth:
Relation to Patient: Employer:

Does this insurance require a referral?  Yes or No

Secondary Insurance Company: Phone number:

Address: City: State: Zip:
Policy number: Group number:

Name of policyholder: Date of Birth:

Relation to Patient: Employer:

Date of accident or occurrence of condition: Type of accident: Auto Work Related Other
EMERGENCY CONTACT:

Name: Relation to patient:

Address: City: State: _ Zip:
Daytime phone: Evening phone: Cell phone:

WOULD YOU LIKE US TO SHARE YOUR MEDICAL INFORMATION? ___ WITH WHOM

REFERRAL INFORMATION:

Physician referral: Patient referral: Other:

Primary Care Physician

2304 De Lee Street Buyan, Texas 77802 Office 979.776.8825 Fax 979.7762655



Malcabm Rude, M.D., P.A.
Plastic & Reconstructive Surgeny
Insurance Authorization

All Patients — Signature on File

| request that payment of authorized benefits be made on my behalf to the provider for any
services furnished me. | authorize any holder of medical information about me to release to the
above listed insurance companies and their agents any information needed to determine these
benefits payable for related services. | understand that | am financially responsible for all fees and
charges not paid by my insurance company and that they are due and payable within 45 days of
service unless other arrangements have been made with the office. | further understand that should
Malcolm Rude M.D., P.A. have to refer my account for outside collections that | am responsible for all
fees incurred by the agency or attorney/legal fees.

Beneficiary Signature Date

Medicare Patients Only — Medicare Signature on File

| request that payment of authorized Medicare benefits be made on my behalf to the provider
for any services furnished me. | authorize any holder of medical information about me to release to
the Health Care Financing Administration and its agents any information needed to determine these
benefits payable for related services.

| understand my signature requests that payment be made and authorizes release of medical
information necessary to pay the claim. {f “other health insurance” is indicated in item 9 of the HCFA-
1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my
signature authorizes release of the information to the insurer or agency shown. In Medicare assigned
cases, the provider or supplier agrees to accept the charge determination of the Medicare carrier as
the full charge, and the patient is responsible only for the deductible, co-insurance, and non-covered
services. Co-insurance and the deductible are based upon the charge determination of the Medicare
carrier.

Beneficiary Signature Date
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