
 
 
   Patient Information 
 415 North Center Street • Suite 102 • Hickory, NC 28601 

           Account # ___________________ 

Today’s Date: ________________________   Surgeon you are here to see:  _________________________ 

Patient Name: _________________________________________________________ Social Security # ____/____/_____ 
  Last     First       MI  

Physical Address:  _____________________________________________________________________________________ 

Mailing Address:   _____________________________________________________________________________________ 

Home Phone: (      ) ______-_________ Cell Phone: (      ) ______-_________ 

Email address:  ____________________________________________________________ 

Date of Birth: _____/_____/_________  Age: _________     Male   Female  

Employer: _____________________________________________  Employer Phone: (      ) ______-_________ 

Marital Status:   Single  Divorced   Widowed  Married: Spouse’s Name: ______________________ 

Spouse’s Employer: _____________________________________________ Employer Phone: (      ) ______-_________ 

Primary Doctor:  ________________________  Doctor who asked us to see you (if different):  ________________________ 

Emergency contact person (someone not living with you):  _____________________________________________________ 
Relationship to you: ________________________ Home: (      ) ______-_________ Work: (      ) ______-_________ 

If the patient is under age 18 or mentally or physically handicapped, please complete the following:  

Name of parent, legal guardian or power of attorney:  ______________________________________________________ 

SSN ____/____/______  Employer: _______________________________________ Work: (      ) ______-_________ 

Is their address the same as above?   Yes   No:   If no, what is the other address?  
_______________________________________________________________________________________________ 

Insurance Information 
Does the patient have medical insurance?    No (see reverse side for financial policy)     Yes (please complete the following) 

Primary Insurance  
Subscriber name: ______________________________________________________________   
Policy holder name (if different):  _________________________________________________  
Policy holder DOB: __________________ 

Secondary Insurance  
Subscriber name: ______________________________________________________________   
Policy holder name (if different):  _________________________________________________  

Please Note: 

We must have 

a copy of your 

insurance card 

to file a claim 
Policy holder DOB: __________________ 

Workmen’s Compensation (if injury occurred at work)  
Policy Carrier:  ____________________________________________________________________________________ 
Employer: ________________________________________________________________________________________ 
Employer’s Street Address, City, State & Zip:  ___________________________________________________________ 
Employer Business Phone:  (      ) ______-_________ 
Date of injury: _______________ Date verified: _______________ With whom: ________________________ 
Claims to be sent to: ________________________________________________________________________ 

 



 
 
Payment Policy         

All services provided by the physicians in this office are on a fee for service basis, payment is due at the time of service. If 
you have insurance we will file your insurance claim for you as a courtesy.  You are responsible for updating Hickory 
Surgical Clinic of any new insurance policies or changes in your policy.  Payment arrangements can be made for large 
balances.  

The physicians of Hickory Surgical Clinic may not be a participating provider with your insurance carrier.  It is your 
responsibility to verify this before services being rendered. Additionally, it is your responsibility to obtain a referral number 
from your primary care physician if it is a requirement of your plan. If the services rendered by Hickory Surgical Clinic are 
out of network you will be responsible for any unpaid balance from your insurance carrier.  

Assignment of Benefits  

I hereby authorize and assign payment directly to Michael W.  Dickinson, M.D., F.A.C.S., or Leland J. Cook, M.D., 
F.A.C.S., or Peter H. Bradshaw, M.D., F.A.C.S., or Charles S. Kiell, M.D., F.A.C.S., or Kenneth L. Parish, M.D., F.A.C.S., 
or Montgomery H. Cox, M.D., F.A.C.S., or Jonathan A. Hata, M.D., or Hickory Surgical Clinic, Inc. any medical or surgical 
benefits that the corporation may be entitled under my medical insurance plan.  

I understand that I am responsible for any balance due for professional services in excess of the benefits provided by my 
policy.  I understand that if my insurance company has not made payment in 45 days, the balance will be due from me. I 
authorize Hickory Surgical Clinic, Inc. to initiate a complaint to the Insurance Commissioner for any reason on my behalf.  

I hereby agree that in the event of default in payment of any amount due and if this account is placed in the hands of a 
collection agency or attorney, I will pay any additional charge equal to the cost of the collections agency fee, attorney’s fees 
and court cost incurred and permitted by laws covering these transactions.  

Agreement for Medical Care  

I give permission for treatment for myself, or the patient for whom I am responsible. I authorize Hickory Surgical Clinic, Inc. 
to release any medical information necessary to process my insurance claim. I understand that a copy of this release shall be 
as valid as the original. I understand that a copy of medical findings may be released to my referring physician to provide 
continuity of care.  

If your services may be covered by Workman’s Compensation or an attorney is handling your injury case it is imperative that 
you notify the receptionist prior to being seen. Please indicate the name, address and phone number of your attorney if the 
above statement applies: 

_______________________________ ____________________________________________ (      ) ______-_________ 
Attorney’s Name    Address       Phone  
 
 
 

X ______________________________________________________________________ ______________________  
 Signature of Patient or Responsible Party      Date  
 
 
 ______________________________________________________________________ ______________________ 
 Witness           Date  


