[image: ]Vita Family Medicine and Med Spa
540 Fort Evans Rd, Suite 204
Leesburg, VA 20176
Ph: (703) 737-3500
Fax: (703) 737-3550




Billing and Registration Form

Last Name ______________________________ First Name _____________________________
Date of Birth ____/____/______         Social Security Number: ____-____-_____         Sex (M / F) 
Mailing Address: ________________________________________________________________
City: ______________________________    State ___________________  Zip Code __________
Home Phone _________________________    Cell Phone _______________________________
Email: ________________________________________________________________________
Marital Status:  ________________   Emergency Contact & Phone: _______________________

Billing Information
Name of Responsible Party (if other than self) ___________________________________________
Address ______________________________  City ________________ State _____ Zip _______
Relationship ___________________   Date of Birth ___/___/_____ Phone _________________

Insurance Information
Please give your card to the receptionist to copy
Insurance 1 _____________________________________  Co-pay Amount ________________
Subscriber Name _______________________________     Relationship ____________________
Policy/ ID # _____________________________    Group # ______________________________
Insurance 2 _____________________________________  Co-pay Amount ________________
Subscriber Name _______________________________     Relationship ____________________
Policy/ ID # _____________________________    Group # ______________________________
Subscriber Date of Birth (if different than self) ___/___/____  Social Security # ____-___-_______    I authorize VITA Family Medicine to release my health information to the following person (OPTIONAL)
Print Name/ Relationship: _______________________________________________________________________________
Signature: ____________________________________________________________________            Date ________________
I authorize payment of medical benefits to my physician for services provided. (REQUIRED)
Signature _________________________________________
Date ________________
I authorize the release of any medical information necessary to process this claim. (REQUIRED)
Signature ______________________________________________
Date ________________
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