
New Life Surgery
Atif Iqbal, M.D. FACS, FASMBS
18225 Brookhurst Street, Ste 5
Fountain Valley, CA 92618

Patient Name: __________________________________		Date: __________________
		(Last)		(First)			(MI)

Address: __________________________________________________________________
	(Street)				(City)			(State)			(Zip)

Driver’s License#: ______________________          Social Security#: ______________________

Date of Birth: _________________	Age:  ____________  Email: _______________________

Home #:  _________________Cell#: ________________  Work#: ______________________

Employer: _____________________________  Occupation:  __________________________

Employer’s Address: __________________________________________________________

Marital Status/(State Spouse Name if Applicable): ______________________________________

Insurance Carrier: _________________________________ Ins. ID:_____________________

Person to Notify in Case of an Emergency: ___________________________________________

Relation _____________________________ Phone #:  ______________________________

Name of person responsible for payment: ____________________ Date of Birth:______________

SSN#: ______________  Driver License #: _________________ Phone#:_________________

Address:  _________________________________________________________________
		(Street)			(City)				(State)			(Zip)
How were you referred to our office? _______________________________________________

I hereby authorize payment of my insurance benefits to be paid directly to Dr. Atif Iqbal. I understand that I am financially responsible for charges regardless of insurance benefits. I am also responsible for any collection, legal, or any other cost incurred, should this be necessary on my account because of non-payment. I am aware that there will be a $25 fee for any returned payments. I hereby authorize release of my medical information for the process of insurance benefits for any medical/surgical services rendered. A non-refundable deposit of $400.00 is due upon reservation of a surgery date.

Patient Signature:__________________________________ Date:______________________
[bookmark: _GoBack]
