Vascular Associates of Michigan, P.C.
Dr. John Iljas, D.O., FACS, RVT
Dr.Mazen Bazzi D.O., RVT 	Dr. Bipin Patel D.O., RVT

Patient Name:________________________________________________ Today’s Date:__________________
Age:_____ Sex:____ Birth Date:_____________  Social Security:_______________ Phone#________________
Street Address:_____________________________________________________________________________
City:_________________________      State:_________________            Zip:____________________
Referring Physician:________________________ PCP:______________________________________
Cardiologist:_____________________________  Nephrologist:_______________________________	 	
Patient Employed By:___________________________________        Occupation:________________
Spouse Name:______________________________________            Birthdate:___________________
Who is responsible for this account?_____________________         Relationship:_________________
In case of Emergency contact: __________________________ Phone:________________________
	Patient Insurance Coverage Spouse / Partner Insurance

	Insurance #1__________________________     Insurance #2_______________________________________
Policy#______________________________      Policy#____________________________________________
Group#______________________________     Group #___________________________________________


 
INSURANCE  / MEDICARE AUTHORIZATION
I request that payment of authorized Insurance / Medicare benefits be made to me or on my behalf to Dr. John Iljas/ Dr. Mazen Bazzi/ Dr. Bipinchandra Patel for any services furnished me by that physician.  I 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 or the benefits payable for related services.  I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim.  If “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 releasing of the information to the insurer or agency shown.  In Insurance / Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the Insurance / Medicare carrier as the full charge, and the patient is responsible only for the deductible, co-insurance, and no covered services. Co-insurance and the deductible are based upon the charge determination of the Medicare carrier.

Signature_________________________________________	   Date______________________________
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