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My Family Doctor,




                                                       My Family Doctor
                                                        Kenneth J. Varano D.O.




                                                      PO Box 1025

                                                         Brodheadsville, PA 18322

                                                         (610) 681-3300 Fax (610) 681-3343
Patient Information





Last Name






DOB



First Name






Sex     

M
F

SS#







Marital Status


Mailing Address








City  





State



Zip


Phone#


Cell#



Work#
Email Address:
How did you hear about us?
Employer Name




Occupation

Guarantor (responsible party)
Last Name






DOB

First Name






Sex                 M
F

SS#







Marital Status

Mailing Address








City





State



Zip
Phone#


Cell#



Work#

Employer Name





Full Time        Part Time

Primary Insurance

Insurance Company






Co-pay$

ID #




Group#


Eff Date
Mailing Address

City




ST



Zip

Secondary Insurance

Insurance Company






Co-pay$

Guarantor



DOB



SS#

ID #




Group#


Eff Date

Mailing Address

City




ST



Zip

I request that authorization of payment be made on my behalf directly to the provider for any services rendered. 

I authorize medical information be release to determine benefits payable for these services. I will be responsible for all co-pays and deductibles and non-covered services. (Signed) ____________________________________ Date______.
Medicare assignment of benefits may be paid directly to physician for all professional services rendered.  I understand that my signature authorizes the release of medical information to Medicare necessary to pay a claim.  I am responsible for only deductibles, co-insurance and non-covered Medicare benefits. I also authorize medigap payments to provider. (Signed) _____________________________________________________________________________ Date______
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