BAPTIST

MEMORIAL
MEDICAL GROUP

Welcome To Our Office!

Today’s Date:

**Please Print**

Referring Physician: Phone:
Primary Physician: Phone:
How did you learn about our practice?
Patient’'s Legal Name:
First Middie Last
Home Address:
City, State: Zip:
Home Telephone: ( ) Birthdate: Age:
Cell Phone: ( ) Gender: [_] Male []Female
Social Security Number: Race

Marital Status: [ Single  [_] Married

Employer Name:

[] Divorced [_] Widowed
Employer’'s Address:

City, State:

Zip:

Work Phone: ( )

Email Address:

Responsible Party:

Relationship to Patient:

Home Address:

City, State:

Zip:

Telephone: ( )

Birthdate: Age:

Occupation:

Social Security Number:

Employer:

Employer’s Address:

City, State:

Zip:

Work Phone: ( )

Name of Spouse/Parent:

Birthdate: Age:

Occupation:

Social Security Number:

Employer:

Employer’'s Address:

City, State:

Zip:

Employer Phone: ( )

In case of emergency, contact:

Relationship:

Home Phone: ( )

Work Phone: ( )

Do you want us to acknowledge that you are a patient in our office? [1Yes [INo
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Insurance Information

Patient’'s Name: Today’s Date:

First Middle Last

[Primary Insurance]
Name of Insurance Company:

Address:

City, State: Zip:
Insured’s Name:
Group Number: Policy ID Number:

[Secondary Insurance]

Name of Insurance Company:
Address:

City, State: Zip:
Insured’'s Name:

Group Number: Policy ID Number:

Did your injury happen on the job? [ ] Yes []No

(If yes you will be requested to sign an additional authorization)
If yes, on what date did the injury occur?
Did you report the accident to your employer? [ ] Yes [ ] No

Our office will file insurance for all reimbursable services, to both your primary and secondary
insurance carriers. Please remember that you are responsible for all deductible, copay, and non-
covered service amounts.

Method of Payment for Today’s Visit: [ ] Cash [ ] Check [] Visa/MC

Acknowledgement of Notice of Privacy Practices:
(Initial Here) | received a copy of the Notice of Privacy Practices.

General Consent to Treatment and Test:

(Initial Here) | am voluntarily seeking medical treatment. | consent to examination by the
physician, nurse practitioner, nurse, and other health care professionals at this clinic. | also consent to
any medical procedures, x-ray, laboratory tests, or other health care services ordered by my health care
team. | understand that | may refuse specific treatments or procedures by informing my health care team.

Release of Information:
| authorize this clinic to release any medical information necessary to process my claim.

Assignment of Insurance Benefits and Acceptance of Financial Responsibility:
| authorize payment directly to the clinic. | understand and agree that if any part of my account is not

paid by insurance | am financially responsible.

Signature of Patient or person authorized to sign for patient Witness

Date Date



