HALO

BREAST CARE CENTER

INSURANCE INFORMATION

NAME: DOB:

MRN: Appointment Date:

Note: If patient is from a skilled nursing facility, please provide the facility name and phone number
Facility Name: Phone:

Guarantor: (responsible for bill, if other than the patient)

Guarantor Name: Guarantor Date of Birth: Sex:
Guarantor Social Security Number: Guarantor City/St/Zip:

Guarantor Address:

Guarantor Cell Phone: Guarantor Home Phone:

Insurance Info:
PRIMARY POLICY HOLDER

Policy Holder Name: DOB: SSN:
Insurance Name/Plan: Insurance Policy Number:
Policy Holder’'s Employer: Group Number:

Relationship to Patient:
SECONDARY POLICY HOLDER

Policy Holder Name: DOB: SSN:
Insurance Name/Plan: Insurance Policy Number:
Policy Holder's Employer: Group Number:

Relationship to Patient:

Please select payment method if different from health insurance

U Workers’ Compensation U Disability Determination U Self Pay U Other:

Date of Injury: Employer at Time of Injury:
Employer Address: Insurance Company/Claim #:
Insurance Address: Adjuster: Phone Number:

Patient Signature Date
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