Luttrell Surgical Associates

Rex E. Luttrell, M.D., F.A.C.S.

Patient Information

RESPONSIBLE PARTY INFORMATION

First Name_________________________M.I._______Last name_________________________________

Address______________________________________________Telephone_________________________

City_________________________________________State__________Zip_________________________

PATIENT INFORMATION 

First Name_________________________M.I._______Last Name_________________________________

Address______________________________________________Telephone_________________________

City________________________________________State___________Zip_________________________

Email address_____________________________________Cell phone number______________________

DOB_________________Sex________  Marital Status   S M D W       SSN_________________________

Employer_________________________________Employer telephone_____________________________

INSURANCE INFORMATION

Primary Insurance Co.___________________________________________Effective Date_____________

Address______________________________________________Telephone_________________________

City________________________________________State___________Zip_________________________

Policy/ID#_______________________________________Group #________________________________

Insured’s Name_________________________Relationship between patient and Policy Holder__________

Insured’s DOB____________Insured’s SSN___________________Insured’s Employer_______________

Insured’s Address_______________________________________________________________________

Insured’s telephone #____________________________________ Co-pay amount____________________

Secondary Insurance Co._________________________________________Effective Date_____________

Address______________________________________________Telephone_________________________

City________________________________________State___________Zip_________________________

Policy/ID#_______________________________________Group #________________________________

Insured’s Name_________________________Relationship between patient and Policy Holder__________

Insured’s DOB____________Insured’s SSN___________________Insured’s Employer_______________

Insured’s Address_______________________________________________________________________

Insured’s telephone #____________________________________ Co-pay amount____________________

**EMERGENCY** Please give name and telephone number of a friend or relative that DOES NOT live at your address.

NAME_________________________________________Telephone #_________________________

All services rendered are the financial responsibility of the patient and not the insurance company.  

Our office will bill your insurance company as a courtesy. Your financial responsibility is to ensure that Rex E. Luttrell, M.D. is paid for services rendered.  This includes liability-covered injuries, as bills will not be post poned in anticipation of legal settlement.  Information will be provided to you to file your own insurance and supplied to your attorney upon request.

I hereby authorize Rex E. Luttrell, M.D. to furnish information to insurance carriers concerning my illness and treatments and I herby assign to he Doctor all payments for medical services rendered to my dependents or myself.  I understand that this authorization will remain in effect for as long as my dependents or I remain a patient.

Signature of patient or Guardian   X_____________________________________________________DATE:_________________

