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 High Point Occupational Healthcare Services
    OCCUPATIONAL HEALTH INFORMATION SHEET
Patients Full Legal Name: ____________________________Sex:  (Circle) M/F
Social Security Number:____________________ Date of Birth: _____________________
Patient Address: ___________________________________________________________
City: ___________________ State:_____________ Zipcode:________________________
Phone: ___________________________Cellphone: ______________________________
EMPLOYER: __________________________ WORKPHONE:________________________
AUTHORIZATION FOR RELEASE OF INFORMATION: I understand that any pre-placement or annual physical my employer may request is voluntary on my behalf. I authorize High Point Occupational Healthcare Services to share all information obtained during this voluntary evaluation/examination with my employer. 
FINANCIAL CONSENT AND GUARANTEE: I certify that the information given to High Point Occupational Healthcare Services during the time of registration is accurate to the best of my knowledge. I understand that in the event my employer determines my physical evaluation not to be work related, I will be financially responsible for all charges.
Signature of Patient/Legal Representative: ___________________________________  Date: _________
Signature of Witness: _____________________________________________________Date: _________
Notice of Privacy Practices Receipt Acknowledgement
I have been presented with a copy of High Point Occupational Healthcare Services Notice of Privacy Practices, detailing how my health information may be used and disclosed as permitted under federal and state law. I understand the contents of the notice.
Print Patient Name: _________________________________________Date of Birth: ________________
Signature of Patient: ____________________________________________Date: ___________________
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