A. Terrel Williums, M.D. Denise E. Phillips, M.D.

INFORMATION UPDATE FORM

Even if it has hot been d lony time since your lust visit, we find that many patients do have changes, which
makes filing your insurance difficult,

We uppreciute you tuking u few minutes to complete this information form; it will be used to update your file.
We must dlso have a current copy of your insurance card in your file.

Today’s Dute:

pPatient Name:

Social Security Number: Date of Birth:
Address: City:
Stute: Zip Code: Home Telephone #: Cell #:

Emuail Address:

Employer: Work Telephone #:
Naume of Spouse: Work Telephone #:
Primary Insurance: Seconddary Ihsurance:

Nume of Policyholder:

Please answer the following. if the name of the policyholder is not the same as the patient:

Policyholder's Social Security Number:

Dute of Birth: Employer:

Putient’s relationship to policyholder:
AUTHORIZATION

| do hereby authorize puyment directly to Terrel Williams, M.D./Denise Phillips, M.D., when dssignment is
uccepted, for the benefits under the terms of My Federdl Program and/or Private Insurance.

| do hereby authorize releuse of auny medicul information hecessary to process insurance claims,

| do hereby uygree to uccept personul responsibility for the puyment of charges for services rendered. All
accounts dure due und puyuble dt the fime of the visit. (As u courtesy to the putient we will file insurance
claims to the Federdl und Private Insurance cuarriers with which we participute. Patients are responsible for dll
co-puys, deductibles und hon-puyments.)

| do hereby accept full financidl responsibility for dll items or services, which are determined by my hedlth
cure service plun not to be covered or nhot Medicully hecessury. (Refractions, e.g. checking gluss prescrip-
fions, are hot covered under the Federdl programs or under most private hedlth plans. Payment for this proce-
dure will be expected ut dute of service. Contuct Lens Fittings and Contact Lenses are never filed with insur-
unce compunies und puyments ure expected ut dute of service.)

If the patient is a mMinor, | do authorize exumination of the pautient.

There will be charges of $25.00 for unpuid balances over 90 days old and $25.00 for returned checks.

| have read and understand the above.

Signuture of Patient and/or Responsible Party



