VALLEY MEDICAL PRIMARY CARE, INC.

6611 Clyo Road, Suite E, Centerville, OH 45459

Phone: 937.208.8282

Fax: 937.208.8275
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VALLEY MEDICAL PRIMARY CARE, INC.

6611 Clyo Road, Suite E, Centerville, OH 45459
Phone: 937.208.8282  Fax: 937.208.8275
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MEDICARE PATIENTS ONLY — PLEASE COMPLETE THIS SECTION

Are you currently working? YES NO

If YES, Employer

Do you have insurance through your employer? YES NO

Is your spouse currently working? YES NO

Do you have insurance through your spouse’s employer? YES NO

Is your visit related to an accident or injury?

If YES, do you have any other insurance responsibilities for this bill?

If you answered YES to any of the questions above, please provide insurance information to the staff
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