Dalliah black, M.D., F.A.C.S. Sibley Physician Group

Breast Surgeon 5255 Loughboro Road, N.W. 2440 M Street, N.W.

4" Floor Renaissance Suite 326
Richard L. Flax, M.D., F.A.C.S Washington, D.C. 20016 Washington, D.C. 20037
Breast Surgeon 202.243.5230 T 202.457.0606 T

202.243.5221 F 202.457.0694 F SIBLEY MEMORIAL

HOSPITAL

JOHNS HOPKINS MEDICINE

Name: Date of Birth:
First Middle Last
Address:
City State Zip Code
Place of Birth: Home Telephone: Cell Number:
Occupation: Employer: Work Number:
Employer Address:
City State Zip Code

Marital status: Spouse/Partner/ Nearest Relative:
Spouse Date of Birth: Occupation / Employer:
Emergency Contact:

Name Relationship Telephone Number
Primary Care Physician:

First Name Last Name
Referring Physician:

First Name Last Name
Drug Allergies:

Primary Care Insurance Secondary Insurance
Insurance Company
Address
ID Number
Group Number
Subscriber

Date of Birth Date of Birth

Effective Date

PATIENT AUTHORIZATION
I, , hereby authorize GWMFA and request that the payment from Medical Service of DC, Medicare, and/or
other insurer, , be made directly to GWMFA (or in the case of Medicare Part B benefits, to myself or to the party who
accepts assignment) | certify that the information | have reported with regard to my insurance coverage is correct and further authorize
release of necessary information including medical information for this or any related claim to the above named billing agent Medical Services
of DC (or in the case of Medicare Part B benefits, to the Social Security Administration and Health Care Financing Administration/Medicare)
and/or (other insurer) . | further authorize the release of medical records to my physicians and care providers. |
authorize you to obtain any and all medical records from physicians and care providers and facilities to include radiology/laboratory films and
reports. | permit a copy of this authorization to be used in place of the original. The authorization may be revoked by either me or the above
named in writing.

Signature of Subscriber or Beneficiary Date
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