
---------------------------------------------------------------------------------------Willy Pezzia, M.D. & Associates 
Patient Information 

Patient Name:  Home:  Work: 
 
 

Address: Date of Birth: Social Security: 
 
 

City, State ,Zip Code Drivers License Number:   
 (Male)     (Female) 
 

Employer Name & Address:                                 Occupation: 
 
 

 
Marital Status: (married)  (single)  (divorced)  (widow) 

Referring Physician: 
 

Cell: 

 
Responsible Party (please fill box if different from the patient) 

Responsible party  name: (First, Middle, Last) Home or Cell: Work: 
 
 

Address: Date of Birth: Social Security: 
 
 

Employer Name & Address:  
(Male)   (Female) 

Relationship to patient: 
 
 

 
Primary Insurance  

Insured’s Name: Home or Cell: Work: 
 
 

Insured’s Address, City, State, & Zip: Date of Birth: Social Security: 
 
 

Insured’s Employer: Insurance Number: Co-payment Amount: 
 
 

Insurance Name, Address, City, State, Zip Insurance ID # Group # 
 
 

 
Secondary Insurance 
 Insured’s Name: Home or Cell: Work: 

 
 

Insured’s Address, City, State, & Zip: 
 
 

Date of Birth: Social Security: 
 

Insured’s Employer: Insurance Number: Co-payment Amount: 
 
 

Insurance Name, Address, City, Zip Insurance ID # Group # 
 
 

Emergency Contact 
Name: Home or Cell: Work: 

 
 

Address, City, State, Zip 
 

Relationship to patient 
 

 



 
Authorization and Acknowledgement 

 
I / We hereby state that the above information is true and correct to the best of my / our knowledge.  I / We authorize the above named practice to Release any 
information acquired in the course of my treatment to my insurance company, employer, physicians, institutions of third party payer’s, as required for certain 
claims filed. 
 
Signature: __________________________________________________Print Name: _________________________________Date:___________________ 
 
I / We authorize direct payment to be made to the above named practice for any and all medical or surgical services rendered.  I understand if any services or 
charges that are not covered by my insurance carrier (i.e. EKG,’s, injections, lab work) or my insurance eligibility can not be verified, I am responsible for all 
charges incurred.  I also understand there is a $25.00 fee for all returned checks and for any medical forms to be filled out by the doctor. 
 
Signature: _________________________________________________Print Name: __________________________________Date:___________________ 
 
I have reviewed a copy of “The Health Insurance Portability & Accountability Act of 1996 HIPPA.” 
 
Signature: ________________________________________________ Print Name: __________________________________ Date:___________________ 
 

Consent for Treatment 
 

Consent for treatment by Dr. Willy Pezzia 
 
I, ______________________________________ voluntarily request and I consent to the performance of treatment, diagnostic studies, and or  procedures 
referred to herin by Dr. Willy Pezzia, and any other physicians or other medical personal who may be involved in the course of my treatment. 
 
________________________________________________________   ________________________________________    ____________________ 
Signature of Patient (or parent / guardian if patient is a minor)  Print Name        Date 
 

 
Consent for treatment by a Physician Assistant/Nurse Practitioner 
 
Our office employs Physician Assistant’s/Nurse Practitioner.  There may be times when you come to see Dr. Willy Pezzia, and our Physician Assistant will see 
you.  A Physician Assistant (PA), and Nurse Practitioner (NP) is the newest member of the health care team.  They are not a Physician or a nurse, but a skilled 
Health Care Practitioner, who by formal experience in medical school PA and NP Programs, is qualified to perform certain tasks under the supervision of a 
physician.  The PA and NP is board certified and is required to participate in a designated number of hours of continuing medical education each year to 
maintain that certificate.  You may choose not to be seen by the PA or a NP, please indicate below your preference.  This consent will remain in your 
permanent medical records.  You may revoke this consent at any time. 
 
Agree ____________ Disagree ____________ Patients Name:_______________________________________________ Date:_______________________ 
 
 

Do we have permission to the following: (Please answer yes or no) 
 
 1)   Leave a message on your answering machine at your home?   Yes  No 
 2)   Fax or mail test results at your home?     Yes  No 
 3)   Leave a message at your place of employment?    Yes  No 
 4)   Fax test results at your place of employment?     Yes  No 
 5)   Email you with results? (If yes please provide your email address)  Yes  No 
       _______________________________________________ 
 6)   Discuss your medical condition or test results with a family member?  Yes  No 
        If yes, please list name, phone number, and relationship. 
   
       1) ________________________________________________________ _____________________ _________________________ 
           Name       Relationship  Number 
    
                  2) _______________________________________________________       _____________________      _________________________ 
                      Name       Relationship                Number 


