
Dr. Spencer Sterling, DPM.

5750 Downey Ave #203 Lakewood, CA. 90712 

Phone# (562)200-0334 Fax# (562)3777511 

DATE: ______ _ 

PATIENT INFORMATION 

NAME: DATE OF BIRTH: __________ _

SEX: _________ SOCIAL SECURITY#: _____________ _ 

ADDRESS: ____________________________ _ 

CITY: ___________ STATE: ______ ZIP CODE: ______ _ 

HOME PHONE: CELL PHONE: ____________ _ 

E-MAIL: _____________________________ _

EMERGENCY CONTACT 

NAME: _____________ _ RELATION: ___________ _ 

HOME PHONE: _________ _ CELL PHONE: ___________ _ 

PRIMARY DOCTOR 

PRIMARY DOCTOR: _________________________ _ 

ADRESS: ____________________________ _ 

PHONE#: __________ _ FAX#: ______________ _ 

PHARMACY INFORMATION 

PHARMACY NAME: _________________________ _ 

PHARMACY ADDRESS: ________________________ _ 

CITY: __________ _ STATE: ____ _ ZIPE CODE: ______ _ 

PHONE NUMBER: _________ _ FAX#: ____________ _ 



Spencer Sterling, D.P.M. 
5750 Downey Ave. #203 

Lakewood CA 90712 

TODAY'S DATE ____ _ 

I HEREBY INSTRUCT AND DIRECT THAT ______________ INSURANCE 

COMPANY TO PAY BY CHECK MADE OUT AND MAILED TO: 

SPENCER STERLING, D.P.M. 
5750 Downey Ave.# 203 

Lakewood CA 90712 

THE PROFESSIONAL OR MEDICAL EXPENSE BENEFITS ALLOWABLE, AND OTHERWISE 
PAYABLE TOME UNDER MY CURRENT INSURANCE POLICY AS PAYMENTTOWARDSTHE 
TOT AL CHARGES FOR THE PROFESSIONAL SERVICE RENDERED. THIS IS A DIRECT 
ASSIGNMENT OF MY RIGHTS AND BENEFITS 01\'DER THIS POLICY. THIS PAYMENT WILL 
NOT EXCEED MY INDEBTNESS TO THE ABOVE-MENTIONED ASSlGNEE, AND I HAVE 
AGREED TO PAY IN A CURRENT MANNER. ANY BALANCE OF SAID PROFESSINAL SERVICE 
CHARGES OVER AND ABOVE THIS INSURANCE PAYMENT. 

I HEREBY AUTHORIZE PHILIPS. SCHAUWEKER D.P.M. TO FURNISH ALL THE 
INFORMATION TO MY INSURANCE CARRIER CONCERNING THIS ILLNESS. 

I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR PAYMENT OF SERVICES 
RENDERED MY INSURANCE COMPANY IS RESPONSINBLE TO ME, NOT TO THE 
PHYSICIAN. 

A PHOTOCOPY OF THIS ASSIGNMENT SHALL BE CONSIDERED AS EFFECTIVE AND VALID 
AS THE ORIGINAL. 

SIGNATURE OF POLICY HOLDER OR CAIMANT DATE 






