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ALL STAR MEDICAL





6808 Alamo Downs Parkway * San Antonio, Texas 78238 * Phone: (210) 767-8004 * Fax: (210) 767-8024





Patient Name:





Guardian:





Address:





City-State-ZIP:





Phone#:





Cell#:





Work#:





Facility:





Phone#:





Therapist:





Fax#:





Fax#:





Phone#:





Physician:





D.O.B:





Ht:





Wt:





DX:





Male: 





Female:





I request that payment of authorized insurance benefits be made on my behalf to All Star Medical for any services furnished. A photocopy of this assignment is to be considered as valid as the original until revoked. I authorized All Star Medical to obtain information relevant to process claims. I understand that I am responsible for all charges whether or not covered by insurance. 





Patient/Guardian Signature:





Date:





Referral Form





Medicaid#:





CSHCN#:





Insurance:





Primary Insurance





Address:





City-State-ZIP:





Phone#:





Fax#:





Employer:





Employee:





SSN#:





Acct#:





ID#:





Equipment Needed:
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