
Patient Information

Name  _________________________________________Nicknames  ___________________________________

Address  ________________________________ City  _________________ State  _______Zip  _____________

Mailing Address (if diff erent)  ____________________________________________________________________

Phone Number  _______________________________ Date of Birth  __________________Age  _____________

Cell Phone Number  ______________________________Social Security Number  _________________________

Email  _______________________________________________________________________________________

Place of Employment  ____________________________Work Phone  __________________________________

Primary Care Physician  ___________________________Address  _____________________________________

Referring Physician  ______________________________Address  _____________________________________

Preferred Language  ___________________________________________________________________________

Race: _____ White    _____ American Indian or Alaskan Native     _____ Asian

 _____ Black or African American     _____ Native Hawaiian or other Pacifi c Islander

Ethnic Group: _____Hispanic or Latino     _____ Non Hispanic or Latino     _____ Unknown

Responsible Party (for minors only)

Name  _________________________________________Relationship  __________________________________

Address  ________________________________ City  _________________ State  _______Zip  _____________

Telephone  ____________________Social Security Number  ________________Date of birth  _______________

Emergency Contact Information

Name  _________________________________________Phone Number  _______________________________

Privacy Policy Information

I authorize my doctor or staff  to leave messages including medical information:

_____ Yes     _____ at HOME     _____ at WORK     _____on my CELL PHONE

or with the following individuals: Please list

My spouse or signifi cant other ____________________ My son or daughter ____________________

Other ________________________________________

_____ No

I understand that this permission is valid until revoked by me

Receipt of Notice of Privacy Practices

My signature below indicates I have received and/or reviewed a copy of the HIPPA Policy.

Patient or Responsible Party Signature ____________________ Date __________



charge a failed visit fee of $25 for any visit not canceled within 24 hours.


