Michael Pellegrini MD
PATIENT INFORMATION
In addition to copies of your Medicare and supplemental insurance cards (both sides), please provide all information requested below before your initial visit.
Name: Last                                        First                                     MI        SSN:                            Date of Birth (mm/dd/yyyy)        /      /         Age:            Sex:           Marital Status:            Home Address :                                                                                                                        
Hm Phone: (     )                                                 Mbl Phone: (       )                                      ​
Emergency Contact :                                                       Ph: (      )                                        
Medical Power of Attorney:                                                         Ph: (      )                            Billing contact name: ____________  ____________________ Ph: (___)    ____  ______  
Billing address: _______     _________________________________________________
INSURANCE INFORMATION
Medicare Number:                                   
Secondary Insurance:                                                                                                               ID#                                      Group #              
Subscriber’s name:                                           Subscribers SS#:                                        Subscriber’s DOB:           /          /          
Claims Address:                                                                                                    
Secondary Insurance Ph:(       )                     Subscriber’s relation to patient:                       

MEDICARE AUTHORIZATION
I request that payment of authorized Medicare benefits be made on my behalf to Dr Michael Pellegrini for any services furnished to me.  I authorize release to Medicare and the secondary insurer of any information needed to determine the benefits payable for related services. 

CONSENT FOR TREATMENT

I hereby give consent to Dr Michael Pellegrini to provide in-home health services to_________________________________ .  Services may include clinical evaluations, injections, lab work, vaccinations, cryosurgery, ear wax removal, and ECG.
Signed:                                                                                Date:                                                
