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	Malini Gupta-Ganguli, M.D. Endocrinology  & Metabolism


Name:__________________________ Gender : M/F   Age: _____   Date of Birth____________________________
Home Address____________________________________,  City______________ State_____ Zip______________
Marital Status : S/M/D/W   Social Security Number : ___________________________________________________
Home phone (_____)____________________   Work Phone (______)____________________,_________________
Cell phone (______)______________________   Email address __________________________________________
Employed by _____________________________________ Work Address__________________________________
Spouse/Parent name:_____________________________ Spouse Social Security No_________________________
Spouse DOB_________________________ Spouse employer____________________________________________
Address of spouse employer:_______________________  Spouse work/cell phone__________________________
Primary care physician________________________________ Referring physician___________________________
INSURANCE INFORMATION
Primary Insurance_________________________________ Address______________________________________
City/State/Zip_________________________________ Phone ___________________________________________
Policy Number __________________________ Group number/name_____________________________________
Name of Policy Holder and DOB____________________________________________________________________
Secondary insurance_________________________________ Address____________________________________
City/State/Zip_________________________________ Phone ___________________________________________
Policy Number __________________________ Group number/name_____________________________________
Name of Policy Holder and DOB____________________________________________________________________
I hereby authorize release of any medical information necessary to process this claim. I also authorize Medicare and/or other insurance payment of medical benefits to Malini Gupta-Ganguli, M.D. for services provided to me. I understand that I am financially and totally responsible to Malini Gupta-Ganguli, M.D. for charges not covered by this assignment.  I authorize refund of overpaid insurance benefits where my coverage's are subject to coordination of benefits. In the event of default, I agree to pay all costs of collection, including reasonable attorney's fees.  I also agree to give Malini Gupta-Ganguli, M.D authorization to complete any credit investigation necessary for the processing of this claim. 

Patient Signature: ________________________________________  Date: ________________________________
6005 Park Avenue, Suite 409, Memphis, TN 38119, Phone(901)681-9670/ Fax (901)685-9023
www.gupta-ganguli-endocrinology.com
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