Klapper Eyelid and Facial Plastic Surgery
Stephen R. Klapper, M.D., F.A.C.S.

Welcome To Our Office

Thank you for choosing our office for your care. In order for us to properly serve you and file your insurance
claim we will need the following information prior to your office visit. All information is strictly confidential.

NAME: DATE: / /200

First Mi Last
ADDRESS:

Street City State Zip

HOME PHONE: ( ) WORK: ( ) ext.
CELLULAR: ( ) PAGER: ( )
PATIENT’S DATE OF BIRTH: / / AGE: SEXM__F__
PATIENT'S S.S.# - - OCCUPATION:

PATIENT’'S (OR PARENT’S) EMPLOYER:

EMPLOYER'S ADDRESS:

Street City State Zip
EMPLOYER’S TELEPHONE:

NAME OF SPOUSE OR PARENT/GUARDIAN OF MINOR:

(Circle one) FIRST Mi LAST

MARITAL STATUS:  SINGLE MARRIED DIVORCED WIDOWED
(Circle one)
How you found Dr. Klapper:
(This information is required for billing your insurance company and/or Medicare. It also allows Dr.
Klapper to coordinate your care with your other care providers.)

REFERRING DOCTOR: M.D O.D D.O.D.D.S.
(Circle one)

ADDRESS:

TELEPHONE NUMBER: ( )

EYE DOCTOR: M.D O.D D.O.
(Circle one)

ADDRESS:

TELEPHONE NUMBER: ( )

PRIMARY CARE PHYSICIAN: M.D D.O.
(Circle one)

ADDRESS:

TELEPHONE NUMBER: ( )

FRIEND/FAMILY MEMBER REFERRAL—IF SO, WHOM

(Circle one)

YELLOW PAGES/MAGAZINE:

Klapper Eyelid and Facial Plastic Surgery



Stephen R. Klapper, M.D., F.A.C.S.

INSURANCE INFORMATION

**A legible photocopy (front & back) of your insurance and/or Medicare card(s) is necessary to appropriately
file insurance claim(s) on your behalf. The following information must be carefully completed in its entirety or
your insurance claim may not be accepted by your carrier. A copy of the patient’'s and/or guarantor’s driver's
license is also required prior to your visit. Insurance co-payments are required at time of visit. Office financial
policies are available upon request.

Primary insurance: effective date: / /
Policy I.D.# Group #

Still employed: yes no Guarantor still employed: yes no
Guarantor Name: Guarantor date of birth: / /
Guarantor S.S.#: Guarantor Employer:

Patient’s relationship to Guarantor: self spouse child other:

(Circle one)
Secondary insurance: effective date: / /
Name/relationship of insured:
Still employed: yes no Guarantor still employed: yes no
Policy I.D.# Group #
Guarantor Name: Guarantor date of birth: / /
Guarantor S.S.#: Guarantor Employer:

Patient’s relationship to Guarantor: self spouse child other:

(Circle one)
Tertiary insurance: effective date: / /
Name/relationship of insured:
Still employed: yes no Guarantor still employed: yes no
Policy I.D.# Group #

By signing below, | authorize this office and any holder of information about me to release to my health care
plan, Centers for Medicare and Medicaid Services (CMS) and/or its (their) agents all medical information
acquired in the course of my examination(s) and/or treatment(s). | accept full financial responsibility for all
charges not covered by my health care plan and/or Medicare (CMS). | authorize my insurance carrier(s)
and/or Medicare (CMS) to pay authorized benefits directly to Stephen R. Klapper, M.D., L.L.C.

PATIENT/GUARANTOR SIGNATURE:

X DATE: / /200__
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