
North Florida Endoscopy Center 
6400 Newberry Road Suite 201 Gainesville, FL 32605 

352-333-5900 Fax 352-333-5901 
 
 

                                      PATIENT INSURANCE INFORMATION 
 
M/R # ________________ 

Please Print 
 
 
NAME: _________________________________________________________________ 
                        LAST                                            FIRST                                                  MI 
 
SEX: M  F   DATE OF BIRTH:______________SS#:__________________________      
 
ADDRESS: ___________________________________________________________________ 
 
CITY: ________________________STATE: __________________ZIP: _________________ 
 
HOME PHONE: ______________________    WORK PHONE  #: _____________________ 
 
EMPLOYER: _________________________________________________________________ 
 
RACE________________                            MARITAL STATUS _______________________ 
 
EMPLOYMENT STATUS:                    FULL-TIME                        PART-TIME 

                                                                                               
   RETIRED                           UNEMPLOYED                         

 
ARE YOU A STUDENT        YES        NO 
 
IN CASE OF EMERGENCY, NOTIFY:___________________________________________ 
 
PHONE #: _________________________ RELATIONSHIP:__________________________ 
 
INSURED’S NAME:___________________________________________________________ 
 
INSURED’S SS#: ______________________________________________________________ 
 
INSURED’S DATE OF BIRTH: _________________________________________________ 
 
INSURED’S RELATIONSHIP TO PATIENT:_____________________________________ 
 
INSURANCE:  NAME OF COMPANY:___________________________________________ 
   
PHONE # OF INSURANCE COMPANY: _________________________________________ 
 
INSURANCE COMPANY ADDRESS:____________________________________________ 
                                      
 
ID #: _____________________________________GROUP #:_____________________ 
 


