
Christiane Mauro L.Ac.

39 West 14th Street

Suite: 201

New York, New York

10011

Is this condition the result of a work injury?     YES / NO

Is this condition the result of an auto accident?     YES / NO

Name:____________________________________________ Date of Birth:_________

Mailing Address:_________________________________________________________

 _______________________________________________________________________

_______________________________________________________________________

Phone Number:___________________ E-mail:_________________________________

Insurance Information:

Insurance Company:_______________________________________________________

Insurance Plan Name:______________________________________________________

Member ID #:____________________________________________________________

Policy/Group/FECA #:_____________________________________________________

Insurance Co. Phone #:_____________________________________________________

Issue you are seeking Acupuncture for:________________________________________

Patient Status: MARRIED     SINGLE     OTHER

Patient Status: EMPLOYED     F.T. STUDENT     P.T. STUDENT

Assignment of Benefits

Financial Agreement and Release of Personal Information

I hereby authorize the release of any information necessary to verify insurance benefits and/or process future medical insurance claims. I also authorize payments of benefits to be made directly to this healthcare provider and I understand I am responsible for charges not covered by this assignment.

Signature:__________________________________________ Date:________________

