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The Lung Centre

10288 S.R. 66







319 8th Street

Newburgh, IN 47630






Henderson, KY  42420

Phone: 812-853-LUNG (5864)





Phone: (270) 844-1101                                                          

Fax: (812) 853-5610
                                                                                    Fax: (270) 844-1105

INSURANCE INFORMATION
(PLEASE PRINT)

Patient:

Last Name _________________________ Date of Birth ______________ Age __________
First Name _______________ M.I. ___ Social Security # ____________ Marital Status ___
Street Address _____________________________ Next of Kin ______________________

City __________________________ State ____________ Zip code __________________
Emergency phone # ______________ Home # _____________ Work # _______________
Employer’s Name ___________________ Employer’s address _______________________
City ________________________ State ______________ Zip code __________________
*** If patient is under the age of 18, we require responsible party DOB and SSN*** 
***Primary Care Physician ____________________________________________
Primary Insurance _______________________ Insurance Company __________________
Insurance ID # _________________________ Group # ____________________________
Street Address ______________________City ____________ State ___ Zip code _______
Name of Person carrying insurance ___________________ SSN ____________DOB______
Patient relationship to Insured ________________________________________________
Insured Employer _______________________City/State/Zip ________________________
All professional services are charged to the patient.  The patient is responsible for all fees regardless of insurance coverage.  I understand that I am responsible for my bill.  I hereby assign all medical and surgical benefits to include major medical benefits including Medicare, private insurance, and other plans to Jeffrey Selby, M.D. I further understand that I will need to pay up front for services if I am not covered under any insurance policy. 

Patient signature (if over 18 yrs.) ___________________________ Date ____________


Revised 4-6-06


