PATIENT INFORMATION FORM FOR DR. RICK LEONI I

LAST NAME; FIRST NAME:
BIRTH DATE: - - SOCIAL SECURITY #: - -
ADDRESS:

, LA ZIP:
PHONE #’S. HOME WORK CELL
EMPLOYER:

NEAREST RELATIVE FOR EMERGENCIES:

ADDRESS:

, LA ZIP: PHONE:

FAMILY OR REFERRING PHYSICIAN:

INSURANCE: MEDICARE MEDICAID PRIVATE OTHER

| AUTHORIZE THE PAYMENT OF BENEFITS TO THE PARTY THAT ACCEPTS
ASSIGNMENT AND/OR RICK LEONI II, M.D. (bDBA LEONI 2MED, LLC).

SIGNATURE; DATE:

IN CONSIDERATION OF THE SERVICES RENDERED TO ME, THE PATIENT, | AGREE
THAT | AM SOLIDARILY LIABLE FOR, AND HEREBY GUARANTEE PAYMENT OF ALL
CHARGES INCURRED IN MY TREATMENT, INCLUDING ANY CHARGES NOT PAID, FOR
ANY REASON, BY ANY PAYER OR INSURANCE COMPANY. | FURTHER AGREE
PAYMENT IN FULL IS DUE WITHIN 30 DAYS FOR DATE OF BILL OR | WILL BE
SUBJECT TO LATE FEES IN THE AMOUNT OF 12% PER ANNUM, INTEREST AND ALL
ATTORNEYS’ FEES AND COSTS INCURRED IN CONNECTION WITH THE COLLECTION
OF ANY CHARGES REFLECTED ON THE BILL.

SIGNATURE: DATE:

ARE YOU ALLERGIC TO ANYTHING, INCLUDING MEDICINES? NO YES

LIST THEM:.




