Lees Summit Physicians Group, Inc.

FLU VACCINE PROGRAM

PATIENTS NAME SEX BIRTHDATE
MOTHERS NAME BIRTHDATE ss#
FATHERS NAME BIRTHDATE SS#
HOME ADDRESS PHONE
ciTY STATE ZIP CODE
FATHERS EMPLOYER _ c/s/z
FATHERS WORK PHONE
MOTHERS EMPLOYER c/s/z
MOTHE&S WORK PHONE

PATIENT INSURANCE INFO
CARRIER NAME ) ADDRESS
PRIMARY INSURED NAME sS DOB_
PRIMARY INSURED EMPLOYER _° c/s/z
PATIENTS RELATION TO INSURED
POLICY NUMBER GROUP NUMBER

SECONDARY INSURANCE

CARRIER NAME ADDRESS
PRIMARY INSURED NAME : SS DOB
PRIMARY INSURED EMPLOYER c/sfz
PATIENTS RELATION TO INSURED
POLICY NUMBER GROUP NUMBE

PATIENT/PARENT/GUARDIAN SIGNATURE DATE
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