Date:  _________________
THOMAS BEATON, MD
Date of Birth:  _____________Age:________ M 
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Mailing Address:  ______________________________________   City/State:  ______________________________   Zip:  __________  

Home Phone:  (           ) __________________   Cell Phone: (           ) __________________   Work Phone:  (           ) ________________
Employer:  _________________________________Current or Previous Occupation:_________________________________________  
Emergency Contact:  _____________________________________________________________   Phone:  (           ) ________________
Family Doctor:  ______________________________________   Referring Doctor: ___________________________________________

Please list individuals we are authorized to speak with regarding your care/account:  (Include the last four digits of their social security number or their mother’s maiden name for verification purposes.  Thank you.)

Name:  _________________________________________   Last Four Digits of SS# or Mother’s M.N.:  __________________________

Spouse / Parent / Guardian / Responsible Party:

Name:  _____________________________________________________   Date of Birth:  _________________________ M 
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(REQUIRED)

Social Security #:  _________________________   Address:  ____________________________________________________________

City/State:  ____________________________________________   Zip:  ______________   Home Phone:  (           ) ________________
Employer:  _____________________________________   Address:  ______________________________________________________

City/State:  ___________________________________________   Zip:  _______________   Work Phone:  (           ) ________________

INSURANCE INFORMATION  (Primary)                   (PLEASE PROVIDE INSURANCE CARD FOR US TO COPY.)

Insurance Co.:  ____________________________________________   Insurance Co. Phone:  (           ) __________________________
Policy Holder:  ___________________________________________________________________   Date of Birth:  _________________

ID/Policy #:  _______________________   Group #:  _______________________   Group Name:  ______________________________

INSURANCE INFORMATION  (Secondary)

Insurance Co.:  ____________________________________________   Insurance Co. Phone:  (           ) __________________________
Policy Holder:  ___________________________________________________________________   Date of Birth:  _________________

ID/Policy #:  _______________________   Group #:  _______________________   Group Name:  ______________________________

____________________________________________________________________________________________________
To the best of my knowledge, all of the above information is true and complete.  I understand that I am responsible to pay for all services rendered to me, and that I am willing to make specific arrangements to pay whatever part is not covered by insurance on a timely basis.  (PLEASE REMEMBER THAT INSURANCE IS CONSIDERED A METHOD OF REIMBURSING THE PATIENT FOR FEES PAID TO THE DOCTOR, AND IS NOT A SUBSTITUTE FOR PAYMENT.)  IN ORDER TO MONITOR YOUR COST OF BILLINGS, WE REQUEST THAT OUR CHARGES FOR OFFICE VISITS BE PAID AT THE CONCLUSION OF EACH VISIT.  Thank you.

I grant permission to my physician to mutually exchange information with my referring physician(s) and/or their associates.  Aslo, to the extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of portions of the patient’s medical record to my insurance carrier or medigap carrier.

If this account is assigned to an attorney for collections and/or suit, the prevailing party shall be entitled to reasonable attorney's fees and costs of collection.   I hereby assign all medical benefits to which I am entitled to my physician for services rendered to my dependent or me.   This assignment will remain in effect until revoked, by me, in writing.  A photocopy of this assignment is to be considered as valid as the original.

This is to inform you as our patient, that Dr. Beaton has an ownership in the Northwest Specialty Hospital.  Surgeries are performed at Bonner General Hospital, Newport Community Hospital, Benewah Community Hospital, and Northwest Specialty Hospital.  Patients may choose surgery locations depending on insurance and schedule availability.  Call Dr. Beaton for after clinic or post operative problems, it us best not to go to the Emergency Room.  However, this is always your choice as a patient as is seeking a second opinion.
PATIENT SIGNATURE:  _______________________________________________________________   DATE:  _______________________________

MEDICARE ASSIGNMENT/SIGNATURE ON FILE:
I request that payment of authorized Medicare benefits be made either to me, or on my behalf to THOMAS BEATON, MD for any services furnished me by that physician/supplier.  I authorize any holder of medical information about me to the Centers for Medicare and Medicaid Services, formerly the Health Care Financing Administration, and its agents, any information needed to determine these benefits, or the benefits payable for related services.

SIGNATURE:  ______________________________________________________________________   DATE:  _________________________________
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