	advantage billing solutions - New patient data collection form
	Benefit Calls made on Monday & Thursday



PROVIDER NAME-  




OFFICE LOCATION- 




1ST APPOINTMENT-


 

REFERRED BY- 
PATIENT’S FULL NAME -  






DOB - 


CHIEF COMPLAINT -

PATIENT ADDRESS AS ON FILE WITH INSURANCE - 

PATIENT PHONE # -  



CONTACT NAME & RELATIONSHIP TO PATIENT - 

INSURANCE #1 -  




PHONE # -  




EMPLOYER NAME - 

SUBSCRIBER OR MEMBER ID# -  






GROUP OR ACCOUNT # - 

PATIENT SSN -





IS PATIENT THE POLICY HOLDER? IF YES CHECK HERE  FORMCHECKBOX 
 IF NO, PLEASE COMPLETE FOLLOWING:
PATIENT’S RELATIONSHIP TO THE POLICY HOLDER -  




POLICY HOLDER’S NAME – 
DOB -  

SSN - 



ADDRESS IF DIFFERENT THAN PATIENT – 

INSURANCE #2 -  




PHONE # -  




EMPLOYER NAME - 

SUBSCRIBER OR MEMBER ID# -  






GROUP OR ACCOUNT # - 

PATIENT SSN -





IS PATIENT THE POLICY HOLDER? IF YES CHECK HERE  FORMCHECKBOX 
 IF NO, PLEASE COMPLETE FOLLOWING:
PATIENT’S RELATIONSHIP TO THE POLICY HOLDER -  




POLICY HOLDER’S NAME – 

DOB -  

SSN - 



ADDRESS IF DIFFERENT THAN PATIENT – 

ADDITIONAL NOTES OR INFORMATION - 
	Form to be completed and submitted to ABS prior to patient’s appointment
	



