
SOUTHERN MEDICAL GROUP, P.A.
PATIENT INFORMATION

 Primary Provider __________________________________

Name __________________________________________________________________  SS# ________________________________

Address _________________________________________________________Phone:   Home (_____) _________________________ 

______________________________________________________________________  Work (_____) _________________________ 

Date of Birth ___________________________ Sex ______ Marital Status ______ Referring Physician _________________________ 

PATIENT EMPLOYER INFORMATION     Student     R  Yes     R  No

Employer _________________________________________________________  Occupation ________________________________

Address _______________________________________________________  Phone: (_____) ________________________________

____________________________________________________________________________________________________________

GUARANTOR INFORMATION     (policyholder or person responsible for payment of account)

Name __________________________________________________________Phone: (_____) ________________________________

Address ____________________________________________________________________   _______________________________

____________________________________________________________________________________________________________

INSURANCE INFORMATION     

Primary Insurance Co.  _______________________________________________________  Policy #__________________________

Address ___________________________________________________________________  Group #__________________________

Subscriber Name _________________________________________________  Relationship to Patient__________________________

Subscriber DOB ________________________________________________________ Sex ________

Subscriber Employment ________________________________________________________________________________________

Secondary Insurance Co. _____________________________________________________  Policy #__________________________

Address ___________________________________________________________________  Group #__________________________

Subscriber Name _________________________________________________  Relationship to Patient__________________________

Subscriber DOB ________________________________________________________ Sex ________

Subscriber Employment ________________________________________________________________________________________

IN CASE OF EMERGENCY PLEASE NOTIFY:

Name ___________________________________________________  Relationship to Patient ________________________________

Address _________________________________________________________Phone:   Home (_____) _________________________

City                                                                                                             State                                   Zip Code

City                                                                                                             State                                   Zip Code

City                                                                                                             State                                   Zip Code

ALPHA SMG 93030 (8/06)

First                                                   Middle                                             Last                                     Nickname

Number                                        Street                                                   P.O. Box, Apt., Lot or Ste. # Area Code

Area Code

Area Code

Area Code

Number                                        Street                                                   P.O. Box, Apt., Lot or Ste. #

Number                                        Street                                                   P.O. Box, Apt., Lot or Ste. #

Area Code


