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[ WHO IS YOUR PRIMARY CARE PHYSICIANT

WHO IS YOUR PRIARY CARE PHYSICIANT

HOW DID YOU HEAR ABDUT US? (Include Names & Sources)

MEDICARE-IS MEDICARE YOUR PRIMARY INSURANCE? J YES d NO
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PARTA EFFECTIVE DATE
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WORKMEN'S COMPENSATION=1S THIS A WORKER'S COMPENSATION CLAIM? [ YES | NO
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AUTO CLAIMS-IS THIS AN AUTO CLAIM? 1 YES d NO
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“I authorize Mir Neurology and Spine Center to apply for benefits on my behalf or the services rendered by Dr. Mir and his staff. 1 request
payment from my insurance or responsible party be made to Mir Neurology and Spine Center. | certify that all of the information | have pro-
vided is correct to best of my knowledge. I authorize the release of any medical information for this claim or any related claim. I permit
a copy of this authorization to be used in place of the original. I may revoke this authorization at any time in writing. [ understand that noth-
ing herein relieves me of the primary responsibility and obligation to pay for the medical services provided to me. | understand that payment
is due when the statement is rendered. I have read and have received a copy of Mir Neurology and Spine Center’s Notice of Privacy Practices.”
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