OCCUPATIONAL

HEALTH CONSULTANT
CHRIS B. SLATER, D.O.
PATIENT INFORMATION
DATE SSN _ DATE OF BIRTH _
NAME B ___HOME PHONE B
ADDRESS CELL PHONE
cry STATE__ 7ZIPCODE __ B -
MALE _FEMALE MINOR___SINGLE___MARRIED__DIVORCED _ WIDOWED _ STUDENT
EMPLOYER_ - WORK PHONE
BUSINESS ADDRESS OCCUPATION
EMERGENCY CONTACT ___ PHONE NUMBER
INSURANCE INFORMATION
PERSON RESPONSIBLE FOR ACCOUNT _ -
RELATIONSHIP TO PATIENT D.O.B. __SSN.
ADDRESS ____HOME PHONE_
CITY  STATE 7P
EMPLOYED BY: - BUSINESS PHONE )
INSURANCE COMPANY
ID NUMBER GROUP NUMBER___

ASSIGNMENT AND RELEASE

[ HEREBY AUTHORIZE PAYMENT DIRECTLY TO SLATER MEDICAL ARTS CLINIC FOR ALL INSURANCE
BENEFITS OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED. 1 UNDERSTAND THAT I AM
RESPONSIBLE FOR ALL CHARGESM WHETHER PAID BY INSURANCE OR NOT, AND FOR ALL SERVICES
RENDERED ON MY BEHALF OR MY DEPENDENTS.

[ AUTHORIZE THE ABOVE DOCTOR AND/OR PROVIDER OR SUPPLIER OF SERVICES IN THIS OFFICE TO
RELEASE ANY INFORMATION REQUIRED TO SECURE THE PAYMENT OF BENEFITS. 1 AUTHORIZE THE USE
OF THIS SIGNATURE ON ALL INSURANCE SUBMISSIONS.

SIGNATURE OF PATIENT OR RESPONSIBLE PARTY DATE

SLATER MEDICAL ARTS, INC

] )romoting Health &
roductivity
123 Medical Drive ~ Guymon, OK 73842 ~ Phone (580) 338-6506 ~ Fax (580) 338-3121



