East Carolina Neurology Inc.
Patient Registration & Billing Information

Responsible for Payment Name:

Must be 18 years or older Last First Middle Initial
Mailing Address:

City: State: Zip: Home Phone

Social Security # Date of Birth

Patient Name:

Last First Middle Initial
Mailing Address:
City: State: Zip: Home Phone
Social Security # Cell Phone
Date of Birth Sex Marital Status __ Race
Patient Employer: Phone #
Address: City State Zip
Occupation/Job Title:
Is your visit the result of an auto accident? Date of accident
Insurance Information
If Workers’ Compensation please skip to the next page. Medicare & Medicaid addresses are not required.
Primary Insurance Name: Phone #
Claims Address: City State Zip
Policy ID Group#

Relationship to Patient (Circle One)  Self Spouse Child Other

Policy Holder Information

Name:

Last First Middle Initial
Mailing Address City State Zip
Social Security # Date of Birth Sex _ Marital Status __ Race
Name of Employer: Address:

City State Zip Phone




Secondary Insurance Name:

Phone #

Claims Address: City State Zip
Policy ID Group#
Relationship to Patient (Circle One)  Self Spouse Child Other
Policy Holder Information
Name:
Last First Middle Initial
Mailing Address City State Zip
Social Security # Date of Birth Sex _ Marital Status  Race _
Name of Employer: Address:
City State Zip Phone
If you have other insurance please add at the bottom of this page.
Workers’ Compensation
Employer: Address:
City: State Zip Phone
Workers’ Comp Carrier
Address: Date of Injury
City State Zip Phone
Adjuster’s Name: Claim #

Please have you adjuster fax authorization to 252-413-6825

Contact Name

Relationship Phone

Contact Name

Relationship Phone

Please remember to bring your insurance cards, all medications,
radiology test results and/or films to your appointment.



