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DATE: __________________________________    EMAIL:  _____________________________________ 

PATIENT’S FULL NAME: __________________________________________ 

DOB: ___________________ 

ADDRESS: _______________________________________ CITY/STATE/ZIP________________________ 

HOME #:___________________WORK #:______________________CELL #:_______________________ 

 

INSURANCE INFORMATION  

POLICY HOLDER’S NAME___________________________________RELATIONSHIP________________ 

ADDRESS: _______________________________________ CITY/STATE/ZIP______________________ 

PRIMARY CARE PHYSICIAN’S NAME___________________________PHONE #____________________ 

I AUTHORIZE THIS OFFICE TO RELEASE TO MY INSURANCE CARRIER ANY INFORMATION THEY MAY 
REQUIRE TO PROCESS MY CLAIMS.  

I HEREBY ASSIGN MY INSURANCE BENEFITS TO BE PAID DIRECTLY TO HB URGENT CARE, BARRY 
SCHWARTZ, MD. I AM FINANCIALLY RESPONSIBLE FOR NON-COVERED SERVICES, COPAYS, AND 
DEDUCTIBLES (HOWEVER, HB URGENT CARE WILL ACCEPT INSURANCE PAYMENT AS PAYMENT IN FULL 
FOR OFFICE VISIT CHARGES RELATED TO COVID-19 EVALUATION AND TESTING) 

  

 

          SIGNED______________________________________DATE_____________________ 

 

CONSENT FOR TREATMENT  

I HEREBY CONSENT FOR HUNTINGTON BEACH URGENT CARE, ITS DOCTORS, PHYSICAN ASSITANTS, 
NURSE PRACTITIONERS AND STAFF TO EVALUATE AND TREAT MY MEDICAL CONDITION. I AUTHORIZE 
HBUC TO EMAIL AND/OR LEAVE A VOICEMAIL WITH COVID-19 RESULTS ON PHONE NUMBER 
PROVIDED.  

 

 

             SIGNED______________________________________DATE_____________________ 
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