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First Mied





                                                                                                                DATE_____________________
	  LAST NAME_________________________________
	      

	  FIRST NAME________________________  M.I.______         
	DATE OF BIRTH____________________

	  ADDRESS___________________________________
  CITY_______________________
  STATE__________ ZIP CODE__________________
  MARITAL STATUS:   single__   married__   other__
  ETHNICITY: (optional)   
   American Indian__    Caucasian__      Hispanic __
   Asian/Pacific Islander__    African American__        Other__
	HOME PHONE_____________________
CELL PHONE______________________
 WK PHONE_______________________
SEX:   F / M       S.S.#_______________________
EMAIL _________________________

Current Primary Care Doctor ____________________

	 PREFERRED LANGUAGE__________________
Preferred Method of Communication: Email____ Phone____
	PHARMACY_____________________________
(name and town)

	  EMERGENCY CONTACT

  NAME____________________________________
  PHONE___________________________________

	RELATIONSHIP_____________________

	  EMPLOYER______________________________
	PHONE  ______________________

	  ADDRESS   ______________________________
	CITY_____________   STATE____       ZIP________

	  PRIMARY INSURANCE INFORMATION
  PRIMARY   INSURANCE________________________
  POLICY HOLDER’S NAME______________________
	DATE OF BIRTH_______________      SEX:  F / M

	  ADDRESS____________________________________
  PATIENT’S RELATIONSHIP TO POLICY HOLDER
	STATE___     ZIP______________
Self__   Spouse__    Dependent__   Other__

	
	


I authorize any holder of medical or other information about me to release to the Social Security Administration and the Centers for Medicare Services or its intermediaries or carriers, or to the billing agent of this physician, any information needed for this or a related Medicare claim. I permit a copy of this authorization to be used in place of the original, and authorize insurance payments be paid directly to physician.
Date_____________                         Signature______________________________
