WELCOME, AND THANK YOU FOR COMING TOSEE US!

RANDALL MAXEY, MD, PhD

Advanced Community Medical Care Corporation
418 E Arbor Vitae St Inglewood, CA 90301
Phone: 310-680-1810

Confidential Document

PATIENT'S ACZOUNT #/NQ de QLENTA CATEGCRY/CATEARIA

NAME (LAST, FIRST INT.)/NOMBRE HOME PHONE NO./NUMERO ce TELEFONO DCB/FECHA de NAGMIENTO| Di#/#1CENJA de MANE AR
ALLRESS/DOMIALIO aTy/aunab STATE/ESTADO ZIP QCCE/ZONA PCSTAL
SOJAL SEARITY NO./NUMERO de SEQRO SOOAL SEX/ SEX O (M/P) MARITAL STATUS/ESTADO @ML{ ETHNIATY/QRUPO ETNCD
OQIUPATION/CAPAACON EMPLOYER/NOVBRE cel EMPLEADCR

EMPLOYER ADCRESS/DOMIALIO del EMPLEADCR dTy/aupAb STATE/ESTADO ZIP QCE/ZONA PCSTAL
EMPLOYER PHONE NO./ REFERRAL/REFERIDO PCR IN CASE CF EMERGENCY CONTACT PERSON AND PHONE NQ./EN CASO de EMERGENJA 1IAME A:

TELEFONO cel EMPLEADCR

PRIMARY INSURANCE INFO. | INSLRANE NAME & ADDRESS/
PLEASE PROACE QOPY CF INSURANCE CARD| NOVBRE Y DIREGOCN de ASEGRANZA

SUBSCRIBER NO./NO ce IDENTIFICAON de ASEGLRANZA | CGROUP NO./NUMERO de GRUPO| GOVERAGE FROM/CCBERTURA DESCE | COVERACE TO/COBERTURA HASTA | CO-PAYMENT/CO-PACO

CQAM NUMBER/NQ de REQAMO INSLRED'S NAME/NCVBRE cel ASEQLRADO INSUREDS DATE CF BIRTH/FEGHA de NAQMIENTO
INSLREDS SEX (M/F)/SEXO cel ASEQURADO |INSUREDS PHONE NQ/TELEFCNO del ASEQURADO INSURED'S SCOAL SEARITY NO./NUMERO cde SEQURO SCOAL
INSUREDS ADCRESS/DOMIAUO del ASEGURADO dTy/aupab STATE/ESTADO ZIP QCCE/ZONA PCSTAL
INSLIREDS EMPLOYER/EMPLEADCR del ASEQURADO EMPLOYER'S PHONE NQ./TELEFCNO cel EMPLEADCR
EMPLOYER'S ACDRESS/DOMIAQUO cel EMPLEADCR dTy/aupAab STATE/ESTADO ZIP GOCE/ZONA PCSTAL

SECONDARY INSURANCE INFO/ INSURANCE NAME & ADIRESS/
PLEASE PROVCE CCPY CF INSLRANGE GARD| NOVERE Y DIRECUCN ce ASEQLRANZA

SUBSCRIBER NQ./NO ce IDENTIFICAQCN de ASEQLRANZA | (ROP NQ/NUMERO de (RUPO| GOVERACE FROM/GCBERTURA DESCE | COMERAGE TO/CUBERTURA HASTA | CO-PAYMENT/CD-PACD

QAIM NUMBER/NQ. de REQAMO INSLRED'S NAME/NCVBRE cel ASEQLRADO INSURED'S DATE CF BIRTH/FEGHA de NAQMIENTO
INSLREDS SEX (M/F)/SEXO cel ASEQURADO |INSUREDS PHONE NQ/TELEFCNO del ASEQURADO INSLREDS SOOAL SEQRITY NO /NUMERO ce SEGRO SOOAL
INSUREDS ADCRESS/DOMIALIO del ASEGURADO dTy/aupab STATE/ESTADO ZIP QCCE/ZONA PCSTAL
INSURED'S EMPLOYER/EMPLEADCR del ASEAURADO EMPLOYER'S PHONE NO./TELEFONO del EMPLEADCR
EMPLOYER'S ADCRESS/DOMAUO del EMPLEADCR aTy/auab STATE/ESTADO ZIP GOCE/ZONA PCSTAL

authorize payment of medical benefits be made directly to the physician provider for services rendered./ Yo autorizo pago de beneficios medicos
directamente al doctor por sus servicios.

DATE/FECHA SIGNED (Insured or Authorized)/ FIRMA del PACIENTE

| authorize any insurance company, organization, employer, hospital, physician, or pharmacist to release any information to this claim and the
expenses reported./ Yo autorizo a cualquier compania de aseguranza, organizacion, empleador, hospital, doctor, farmaceutico, para obtener
informacion pertinente a estos servicios y cobros.

DATE/FECHA SIGNED (Insured or Authorized)/ FIRMA del PACIENTE






