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	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Home Phone:
	Cell Phone:
	Work Phone:
	Birth date:
	Age:
	Sex:

	(       )
	
	(      )
	(      )
	       /          /
	
	( M
	( F

	Street address:
	Social Security no.:
	

	
	
	

	P.O. box:
	City:
	State:
	ZIP Code:

	Occupation:
	Employer:
	Employer phone no.:

	Email Address:                                                                                          
	                                               Can we email you test and lab results  Yes____  No_____

	

	INSURANCE INFORMATION

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	
	       /         /
	
	(          )

	Is this person a patient here?
	( Yes
	( No
	                                                            SSN:                                          
	

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:

	
	
	
	(          )

	Please indicate primary insurance
	( BCBS
	( UHC
	( Aetna
	( Cigna
	( Tricare

	( Medicare
	( Amerigroup
	( Americhoice
	(Self Pay
	( Other
	

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	
	
	       /       /
	
	
	$

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	Employer: 
	                       Phone:

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	
	
	
	

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	Employer:                                      
	                       Phone:

	Pharmacy:                                 Address:                                                               Phone:       

	WE DO NOT PRESCRIBE NARCOTIC OR ADDICTIVE MEDICATIONS.

	BY SIGNING THIS FORM, I ACKNOWLEDGE THAT I HAVE RECEIVED A COPY OF DFM’S PRIVACY POLICY (HIPAA)
Consent to treat and Medical Records Release Authorization: I authorize DFM medical providers to provide treatment that they deem advisable for my dependents or myself. I understand that these services are voluntary and I have the right to refuse these services. In the event of a life threatening emergency, I consent for the providers to administer emergency treatment. I authorize DFM to obtain any medical records, for myself or my dependents, including lab and X Ray results, if my providers feel it is necessary for my care.



	IN CASE OF EMERGENCY

	Name of local friend or relative:
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Dhar Family Medicine or insurance company to release any information required to process my claims.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	











