
Patient Registration

FOX VALLEY INTERNAL MEDICINE, LLC

Date Medicare #

Name Social Security #

Address Birthdate         Male   Female

City & State Phone (         )

Zip Cell (          )

E-mail (Allows consent for email from FVIM)

Employer Phone (         )

Address Marital Status

City & State Zip

Spouse (or person to contact in emergency)

Spouse’s Employer

Address Phone (         )

City & State Zip

Parent (if patient is a minor)

Address (if different than above)

Employer Address

Phone (         )

I hereby authorize Fox Valley Internal Medicine to examine me (or my child) and render treatment physician 

feels necessary.

Signed Date

PLEASE READ CAREFULLY

All services are charged directly to the patient/insured.  Patient/Insured is personally responsible for payment of services at time of 
service.

Our office will file claims if you are 1) Medicare/Blue Cross Blue Shield; 2) hospital confined; or 3) enrolled in a participating PPO Plan.  
All co-insurance payments and/or deductibles will be payable at time of service.

I realize that I am responsible for any elective procedure not covered by my insurance plan, or not considered medically necessary 
by my physician or insurance company, including, but not limited to: the weight loss clinic, cosmetic procedures, telephone consulta-
tions, etc.

I realize that I am responsible for making sure any specialist or testing recommended by FVIM is covered under my own medical plan.

Signed
                      (I understand and agree with the above) (OVER)



INSURANCE INFORMATION

(Name of insurance company)

(Complete mailing address)

 Last Name First Name M.I. Birthdate

 Last Name First Name M.I. Birthdate

     Group#

PRIMARY COVERAGE

Mail Claims To:

Patient Information:

Name of Insured:

ID#: 

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN

I hereby authorize Fox Valley Internal Medicine, LLC to furnish information to insurance carriers listed above concern-
ing my illness and treatments.  I hereby assign to the physician all payments for medical services rendered to me or my 
dependents.  I UNDERSTAND THAT I AM RESPONSIBLE FOR ANY AMOUNT NOT COVERED BY MY INSURANCE.   
This includes but is not limited to missed appointment fees, late co-pay fees, and rebilling fees. I also agree that any 
expense incurred by Fox Valley Internal Medicine, LLC to collect the unpaid balance of the bill, including collection agen-
cies, attorney fees, court costs, and other expenses, will be added to the bill if such additional services are required.  
In the event that my account is turned over for collections, information that is necessary for collection purposes will be 
forwarded to our professional collection company.

 Signed Date
 (Insured person/Parent/Guardian)

AUTHORIZATION TO RELEASE INFORMATION TO INSURANCE COMPANY

I hereby authorize Fox Valley Internal Medicine, LLC to release to the insurance company(ies) listed above, any/all in-
formation acquired in the course of my or my dependent’s examination and treatment.

 Signed
 (Patient/Parent/Guardian)

(Name of insurance company)

(Complete mailing address)

 Last Name First Name M.I. Birthdate

 Last Name First Name M.I. Birthdate

     Group#

SECONDARY INSURANCE

Mail Claims To:

Patient Information:

Name of Insured:

ID#: 
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