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Prior to your procedure, mail the completed forms, the front and back of insurance cards and a valid photo ID to 
406 Delaware Ave., Bethlehem, PA 18015. 

If your procedure is scheduled at the hospital, please bring the completed
“Outpatient Admission Summary Form” with you to the hospital on the day of the procedure.

Failure to provide our office with accurate and current insurance information may result in the patient
being billed for the services rendered.

PATIENT INFORMATION SHEET

Date _____________________________________

Patient Name__________________________________________________________________________________________________________

Address _______________________________________________________________________________________________________________

Email __________________________________________________________________________________________________________________

Birth Date _______________________________________________ Social Security #____________________________________________

Phone (Home)___________________________________________ Phone (work or cell ) ________________________________________

Employer ______________________________________________________________________________________________________________

Family Physician________________________________________________________________________________________________________

PRIMARY MEDICAL INSURANCE INFORMATION

Insurance Company’s Name & Address _________________________________________________________________________________

_______________________________________________________________________________________________________________________

Patient ID # ______________________________________________ Group # ___________________________________________________

If Policy Holder is other than patient:

Policy Holder’s Name ____________________________________ Relation to Patient   � Spouse   � Other _____________________

Policy Holder’s ID# _______________________________________ Policy Holder’s DOB ________________________________________

Policy Holder’s Employer________________________________________________________________________________________________

SECONDARY MEDICAL INSURANCE INFORMATION (if applicable)

Insurance Company’s Name & Address _________________________________________________________________________________

_______________________________________________________________________________________________________________________

Patient ID # ______________________________________________ Group # ___________________________________________________

If Policy Holder is other than patient:

Policy Holder’s Name ____________________________________ Relation to Patient   � Spouse   � Other _____________________

Policy Holder’s ID# _______________________________________ Policy Holder’s DOB ________________________________________

Policy Holder’s Employer________________________________________________________________________________________________


