Integrated Medical Care & Rehabilitation, PC.

Dr. Abraham Asmamaw

	5249 Duke Street Suite 300
Alexandria, VA 22304

(703) 820-8050
	
	


Tax ID# 48-1269343

PATIENT INFORMATION

Name: __________________________________________________
SS#: _________________

_______________________________________
_______________
______
__________

Address



City 

State 


Zip

Home Phone: _________________
Cell: ________________
Office: _______________

Sex: ( F
( M

Birth Date: ______________
Marital Status: _____________

Employer: ________________________________
Occupation: _____________________

Problem Due To: ( Illness 
( Injury 

Date Problem Started: ​​​​​​​​​____________

Patient Condition Due To Accident: ( Yes 
    ( No
( Auto    ( Work Accident

Is This Work Compensation? ( Yes 

( No 

Whom may we thank for referring you? ___________________________________________

In case of emergency whom should we notify? 

Name: ________________________
Relation: ______________
Phone: _______________

INSURANCE INFORMATION

Primary Insurance: _____________________________

Policy: ___________________________
Group #: ______________________

Subscriber: ______________________
Date of Birth: ______________
SS#: ___________

Secondary Insurance: ___________________________

Policy: ___________________________
Group #: ______________________

Subscriber: ______________________
Date of Birth: ______________
SS#: ___________

ASSIGNMENT AND RELEASE: I hereby authorize Medicare/Medicaid, health insurance carrier or above-mentioned entity that benefits submitted for payment by INTEGRATED MEDICAL CARE & REHABILITATION PC, and/or the physician ABRAHAM ASMAMAW, M.D., be paid directly for services provided to me. I authorize any holder of medical information required to determine these benefits payable for related services to be released to my insurance company or, if applicable to the health care Financing Administration or its agent’s, I permit a copy of this authorization to be used in place of the original. I also agree to be financially responsible for all charges including any balance left after carrier pays, all services not covered, deductible, and co-payments for the above named patient. I agree to promptly pay all changes when billed within 30 days of invoice. NOTICE: (We will submit to all insurance carriers for services; however we do not participate with all carriers. For those insurance carriers that we do not participate, they will send payment to you. )I agree to forward all payment for services received (see above not) within 15 days with a copy of the paperwork (EOB). All follow-up claims are my responsibility. 

Date: ___________________________


_________________________________








Signature of Patient or Guardian - if parent minor

