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Medi Urgent Care Center
111 Carter Park Drive
Seneca, SC 29678

Patienit’s Name: (Last)____ (First) (MI)__
Address:
City: State: Zip:

' Home Phone#(__ ) Work Phone ¥ ()
Cell# () ' SS# .
D.OB.: o Age: Sex: _;__Maﬁm Status: (Circle one) S M W D
Spouse’s / Parent’s Name: (Last) (First)
Spouse’s / Parent’s SS# Spousc/ Parent's D.0.B

Insured’s

| ~ Insured’s D.O-B7_4
- Insurance Name ddress: :

City: State: p
Insured SSN /ID # SN
NDARY

Insured’s Name red’s D.O.B :
Insurance Name and Address: . '
City: / State: ~.__ Zip
Insured SSN/ Insured’s Group # N

<

Is an attoraey involyed? ——
Referred By: T~ TER
By . /}/\ — one

Wm‘ﬁ: .'\;\\»lgzne )
E ¢y Contact Person: Phone # ( )

Assignment of Benefits: I herby authorize direct surgicalmsadical mmumwu Care
Ceater or its Physician for services rendered by them or wnder thelr supervigion. I understand that |

am finaucially responsibie for A1y co-pays, deductibles, or co-insurance, not covered by my
insuranee. I berby authorize Med| Urgent Care Ceater sud staff members to release any medical or

ineideatal information that may be necessary for otk
financial benefits, y ry for ' er medical care or in processing applieations for

Patient / Guarantor: ) Date:
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