[image: image1.png]UN NORTH DAKOTA

NORTHERN PRAIRIE COMMUNITY CLINIC




Speech, Language and Hearing
ACCOUNT #: ​





DATE: 



RESPONSIBLE PARTY INFORMATION;
Responsible Party Name:  









Address:  











City, State, Zip: 










Home Phone:  




Work #:  




Date of Birth:  



  Social Security #:  




PATIENT INFORMATION:
Patient Name: 










Address:  











Phone #:  











Date of Birth: 


  Gender  

  Date of Injury:  

 

Employer: 




  Work Phone:  




Referring Physician:  




  UPIN:  



Is the referring physician your primary care physician?  




Patient Social Security #:  









INSURANCE INFORMATION:
Primary Insurance:  










Insurance Address:  









City, State, Zip:  










Phone:  





POLICYHOLDER INFORMATION:
Policyholder Name: 










Policyholder Address:  









Policyholder Phone:  



  Date of Birth:  



Policy #: 





  Group #:  




Gender:  


SECONDARY INSURANCE:
Secondary Insurance:  









Address:  











Policyholder Name:  









Policy #:  











Date of Birth:  


  Gender:  


Do you have Medical Assistance:  Yes 
     No          Number:  




Speech, Language and Hearing

ASSIGNMENT OF INSURANCE BENEFITS
I hereby request payment by my insurance company be made directly to the UND Speech, Language and Hearing Clinic for medical expense benefits otherwise payable to me.  I understand that I am financially responsible to the above name Clinic for charges not covered by this agreement.  It is agreed that if this document is a copy of the original, it will be accepted the same as the original.

Patient or Responsible Party Signature

AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize the UND Speech, Language and Hearing Clinic to release any information acquired in the course of my treatment.

Patient or Responsible Party Signature

AUTHORIZATION TO CONTACT PARENTS/POLICYHOLDER

I hereby authorize the UND Speech, Language and hearing Clinic to contact my parents or policyholder with questions or payment of my account.

Patient Signature

For billing questions, please contact our Billing Specialist at 701-777-3691

For billing questions, please contact our Billing Specialist at 701-777-3691


