WELCoME
'ri€asE;;-_

Thank you for selecting our healthcare team I We will strive to provide you with the best possible healthcare. To
help us meet all your healthcare needs, please FILL OUT this form C0MPLEIELY. lf you have any questions or
need assistance, please ask! I We will be HAPPY to HELP!

!

Today's date:

PERSONAL INFORMATION:

Marital Status: S/ M/ D/W (circle one)

Birth date:
Social Security #:
Name:
Mail ing Address:

Gender: Male.... Female (circle one)
State:

/ Prov:

City:
Home #:

Cell #:

Work #:
Employer:

e-mail:
Occupation:

Referred By:

Pri ma ry

zip:

Care Pl:ysicia

n:

Date Last Seen:
RESP0NSIBLE PARIY (if patient is mincr, guardian information)

Birth date:
Social Security

Marital Status: S/ M/ D/W (circle one)

#:_

Gender: Male.... Female (circle one)

Name:

Mailing Address:

/

State: Prov:
Cell #:
e-mail:
Occupation:

City:
Home #:
Work #:
Employer:

7:ip:

EMTRGENCY CONTACT

Relationsh i p:

Name:

_Phone#:

For your convenience, we offer the following methods for appointment reminders.

Please check the option{s) whicl't you prefer:
home
message

-text

-cell

-

message

mail

-e

INSURANCE INFORMATION:

(Do not need to fill out if insurance cards available)
Name of lnsured:
Relationship to patient:

lnsured's Birth Date:
Social Security #:
Employe r:

lnsurance Company:
Group#:
AUT}IO RIZATION AN D RELEASE:
I authorize the release of any information including diagnosis and the records of any treatment or examination
rendered to me or my child during the period of such care to third pafty payers and/ or other health
practitioners.
I authorize and request my insurance company to pay directly to the doctor's group insurance benefits
otheruiise payable to me.
I understand that my insurance carrier may pay less than the actual bill for seivices. I agree to be responsible
for payment of all seivices rendered on my behalf or my dependants.

Signature:
Signature of patient or parent/guardian if minor
F!

ilJANCIAL RESPO NS

I

B

I

Date:

LITY:

For the convenience, we offer the following methods of payment. Please check the option which you

prefer/ /Payment due in FULL atTIME 0F SERVICE.

CASH * *PERS0NAL CHECK* *CREDIT CARD* *VISA/MASTERCARD/AMEX

Late Charge:
lf I do not pay the entire new balance within 25 days of the monthly billing date, a late charge of 1.5% on the balance then unpaid
and owed will be assessed each month (if allowed by law). I realize that failure to keep this account current may result in you being
unable to provide additional seruices except for the emergencies or where there is prepayment for additional seruices. ln the case of
default on payment 0n this account, I agree to pay collection costs and reasonable attorneyfees incurred in attemptingto collect on
this amount or any future outstanding balances.
Thank you for filling this form completely. The information you have provided will help us serve your healthcare needs more
effectively, if any questions at anytime, please ask we are always happy to help.

