
PATIENT INFORMATION
(Please Print)

Name: ______________________________________________ Age: _________ Driver’s License:________________________________

Address: _________________________________________________________________________________________________________

Home Phone: _____________________________________________ Work Phone: ___________________________________________	

Cell Phone: _______________________________________________

Date of Birth: ___________________________    q Male     q Female            q Single      q Married      q Divorced      q Other

Occupation: ______________________________________ Employer: ______________________________________________________

Primary Care Physician: _____________________________________________ Phone:________________________________________

Emergency Contact Person: _________________________________________ Phone:________________________________________

Address:__________________________________________________________________________________________________________

If Child/Minor, Parent/Guardian Name: _______________________________________________________________________________

tps PI  04/18

Tanasbourne Plastic Surgery
Sheldon R. Cober, M.D.

INSURANCE AUTHORIZATION AND ASSIGNMENT
I hereby authorize my insurance benefits to be paid directly to the physician, and I authorize the release of any information 
necessary to process this claim. A copy of this authorization shall be as valid as the original.

X _________________________________________________________________________ Date:_ ________________________________

WORKER’S COMPENSATION INFORMATION

Employer at time of injury: __________________________________________ Occupation:____________________________________

Employer’s Address: _______________________________________________ City: ________________________ State:_____________

Date of Injury/Accident: ___________________________________ Claim #:_________________________________________________

Comp. Insurance Company: ________________________________________________________________________________________

Address: ___________________________________________ City:________________________ State: _________ Zip:______________

INSURANCE INFORMATION

Primary Insurance: *SELF                                                          	 Secondary Insurance:____________________________________

PAY* _ _________________________________________________

Subscriber: _____________________________________________	 Subscriber:_____________________________________________

Subscriber DOB: ________________________________________	 Subscriber DOB:________________________________________

Relation to Patient:______________________________________	 Relation to Patient:______________________________________

ID Number:_____________________________________________	 ID Number:_____________________________________________

Group Number:__________________________________________	 Group Number:_________________________________________

Social Sec. #:___________________________________________	 Social Sec. #:___________________________________________

Insurance Co. Address:___________________________________	 Insurance Co. Address:__________________________________

City: _____________________ State: ________ Zip:____________	 City: _____________________ State: ________ Zip:___________


