GATEWAY CARDIOLOGY, P.C.
Nizar Assi, MD, FACC
Bassam Al-Joundi, MD, FACC
LiwaT. Younis, MD, FACC
Tammam Al-Joundi, MD

PATIENT NAME Birthdate
Home Phone ( ) Work Phone ( )
Address

Street City/State Zip
Patient SS# - - Race Male Female Marital Status

Please Circle one

Referring Physician Phone ( )
In case of emergency, NOTIFY Daytime phone ( )

INSURANCE INFORMATION
Primary Insurance

Secondary Insurance

| do consent to examination and treatment considered diagnostically and therapeutically necessary by the physicians, nurses, and
other health professionals of Gateway Cardiology, P.C. | understand | havetheright to refuse any procedure or medical treatment.

Signature

Date

| hereby authorize M edicare/medgap or any other insurance company benefits be made either to me or on my behalf of Gateway
Cardiology, P.C., for any servicesfurnished meby that provider. | authorize any holder of medical information about meto releaseto
the health carefinancing administration and its agents or insurance company and its agents, by paper or eectronic method, any
information needed to deter mine these benefitsor the benefits payable for related services. | further acknowledgethat any insurance
benefits when received and paid to Gateway Cardiology, P.C., will be credited to my account in accor dance with said assignment.

If my insurance company does not pay for services rendered to mefor any reason, | am responsible for

payment.

Signature

Date

| authorizethe release of my medical recordsto GATEWAY CARDIOLOGY, P.C.

Signature

Date
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