
Patient Information

SSN#

PRIME Heslthcare, PC

PLEASE COMPLETE ALL PORTIONS OF THIS FORM

Employer:

Work Teleohone:Last Name:

Ir i rst  Name: Midd le  In i t ia l Occupat ion:

Date of Birth:

Sex: (Male) _(Fernale) _

Address:

Age: Drivers License # :

Mari tal  Status: (Single) _ (Marr ied) -  (Divorced)-(Widowed)

Primary Care Dr:

Telephone #

Ref 'err ins Physician:

City:

State: Zip Code:

I lornc Telephone #:

Ce l l  Phone # :

Telephone #:

SpoLrses Natne:

Spouses Date of Bir th: Spouses Employcc:

Pharmacv Name & Phonc Number:

Emergency Contact

Nalnc:

Pr imary Insurancc

Narne o l ' Insurance Co:

Ilff-ective Datc of Cove l 'ase:

ILclat ionship:
' l 'e lephone #:

SccondarY Insurance

Name o1' lusrtrartce Co:

Effective Date ol' Covcrase:

Pol icy Nurnber:
Group Number:

Pol icy Nurnber:
Gror-rp Number:

Sr"rbscr iber 's Natne:
Subscriber 's Date o
Subscriber 's SSN#:

Subscriber 's Narne:
f  Bi f th: Subscriber 's Date of Bir th:

Subscriber 's SSN#:

I herby autlrorize Prine I'leahhcare, PC to leave answering rnachine/voicelnail messages or give Incssagcs

regarding rny vis i t  to (name of person) e ither at lrot.ne or work.

Datc:Patient Signature:

I herby authorize direct payment of medical/surgical benefits to PRIME Heulthcare, PC'fbr services rendered by our providers

t understand that I am financially responsible for any balance not covered by my insurance. I cenify that the inforrnation givelr

by nre in applying for payment is correct. I hereby authorize PRIME Healthcure, PC its agents and representatives, to access

information regarding my person, whereabouts and medical history and to release all necessary information to my insurance

company regarding rny medical history, examinations, and treatment for the purposes of processing my insurance coverage. A

photocopy of my signature is as valid as the original.

Patient Signature: Date:

Date:Signature of Person if not the patient:


