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Patient Information—please print legibly
Thank you for choosing our office!  In order to serve you properly, we ask that you fill out the following information.  Please print and complete this form in ink.  All information will be confidential and if you have any questions or concerns, do not hesitate to ask for assistance.  We will be happy to help.

	Patients first name:                                                               Date of Birth:                           Gender:

	Patient Last name:                                                                     Social Security number:

	Address:

	City:

	State:                                                                                           Zip Code: 

	Home phone:                                Work phone:                          Cell phone

	If a minor:

	Mother’s name                                                              Father’s name



	Occupation                                                                    Occupation

	Phone(H/W/C):                                                             Phone (H/W/C):


	Email:                                                                               Email: 

	Siblings

	Pharmacy

	HIPAA  regulations require permission to leave detailed messages.    Which number is best for this?

	Number easiest to contact you to leave messages:  



	Whom may we thank for referring you? 

	Person to contact in case of an emergency:                                                Phone: 


Responsible Party
Name of person responsible for this account:  ___________________Relationship: __________________

Address: _______________________________________________Home Phone:  __________________

Driver’s license #: ____________Birthdate: ________  Financial Institution: ________________________

Employer: ______________________________________________  Work Phone: _________________

Is this person currently a patient at our office?

O  Yes

O  No

Insurance Information

Insured’s name: ____________________________Relationship to patient: _________________________
Date of Birth: ______________________Social Security Number: _______________________________

Insurance company: ____________________________________Phone: __________________________

What is your deductible? _________________  How much have you used? ________________________

Does your insurance have alternative medicine benefits?    Yes     No
                                                                                                                                                                         Over (

Who is your Primary Care Provider?:  Dr. _______________________________________ 

Clinic Phone #: (_______)_________________

Clinic Address: _______________________ City:_____________ State: ______  Zip Code: __________

Does your plan require you to have a referral from you Primary Care Provider to receive coverage?  
Yes      No  

II.  Primary Insurance Company & Plan Name: ____________ID Number: ____________ Group/Policy #: _________

Name of Policy Holder: _________________________________________ 
Policy Holder’s Date of Birth: __________________________

Policy Holder’s Gender (circle):     Male      Female


Is your Primary Insurance Policy a (circle):    POS     PPO     EPO     HMO     Don’t Know    Other (specify): __________

II.  Secondary Insurance Company & Plan Name: ____________ID Number: ____________ Group/Policy #: _________

Name of Policy Holder: _________________________________________ 
Policy Holder’s Date of Birth: __________________________

Policy Holder’s Gender (circle):     Male      Female


Is your Secondary Insurance Policy a (circle):    POS     PPO     EPO     HMO     Don’t Know    Other (specify): __________

SECTION 3: Guarantor Information

This section must be completed if someone other than the patient is financially responsible for the patient’s account. 

Last Name: ______________________ First Name: ______________________________________ 

Address: _____________________________ City: _______________ State: _______  Zip: ___________  
Phone: (_______)____________

I hereby acknowledge that I am financially responsible for payment of all services rendered to the above-named patient and that I am subject to all financial terms listed below.   _____ initial
I understand that all co-pays are due at the time of service and that I am financially responsible for all charges whether or not they are paid by my insurance.  I understand that finance charges will begin accruing on accounts that are 60 days past due for payment at a rate of 1.5% per month. I further understand that excessively overdue accounts will be forwarded to an outside collection agency and I will be responsible for any fees generated as a result of collection efforts. I understand that some third-party payers may require that my medical information, including copies of treatment notes, be submitted along with requests for payment. I hereby authorize Vital Family Medicine PLLC/ Hatha Gbedawo ND, Margie Ikeda, ND, Rachelle Forsberg, ND to release all medical information necessary to secure payment of benefits from the third-party payers specified above, and I authorize the use of this signature on all related submissions. I understand that this information may include medical information related to drug and alcohol abuse, sexually transmitted diseases, HIV/AIDS and mental health. I understand that this authorization shall remain valid without expiration unless expressly revoked by me in writing. 
X     ______________________________________________________________      


           Patient’s Signature




Date

X     ______________________________________________________________     

           Guardian/Representative’s Signature 



Date

______________________________________________________________

           Relationship to Patient/Representative Authority

