
Rincon Medical Center 
 

 Patient Information Sheet 
 
Today’s Date __________________          
 
Patient Name ________________________________________________DOB___________________Age______ 

 
          Result of a vehicle accident              Result of a work-related injury 

 

Reason for today’s visit: ____________________________________________________________________ 
            

When did symptoms begin____________________   Pain Scale (1=mild - 10=Extreme) ______________ 

 

What medications are you currently taking? 

Medicine Name Dosage Frequency 

   

   

   

   

   

   

 

Are you allergic to any medications? ______If Yes, please List _________________________________ 
 

Would you be interested in filling your prescription within the office?  No          Yes         ($10.00 per medication) 
 

When was your last normal period?____________ Are you pregnant? _______ Are you breastfeeding?_________ 

Who is your Primary Care Physician? ______________________________________________________________ 
 

Past Medical History, please list __________________________________________________________________ 
 

____________________________________________________________________________________________  
 

Surgical History, please list _____________________________________________________________________ 

 
Family Medical History _________________________________________________________________________ 

 

 

Tobacco Use: No                      Yes    If yes, how much daily__________________________________________ 

Alcohol Use:   No                      Yes    If yes, how much daily__________________________________________ 

Drug Use:      No                       Yes   If yes, what and how much daily__________________________________ 

The signature below serves as authorization for medical treatment by the physician or nurse. It also provides authorization to Rincon 
Medical Center to furnish and/or release any information necessary to your insurance carrier, third party administration, and or health 
benefit payer representatives in order to process health care claims. This authorization also serves as permission to release my medical 
records to my designated primary care physician’s office to ensure continuity of care. . I understand that I may withdraw this authorization to 
release medical information at any time, when I communicate in writing. I acknowledge that Rincon Medical Center will file my insurance 
as a courtesy, but it is my responsibility to understand my insurance coverage. I understand that I am financially responsible at the time of 

service for all co-payments, deductibles, balances not covered by the insurance carrier, and any previous balances owed. 

 
Patient/Responsible Party Signature________________________________ Date______________ 

 

Physician Signature________________________________________________________ Date____________________ 
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 Rincon Medical Center 

REGISTRATION FORM 
(Please Print) 

Today’s date: PCP: 

PATIENT INFORMATION 

Patient’s last name: First: Middle: 
❑ Mr. 
❑ Mrs. 

❑ Miss 
❑ Ms. 

Marital status (circle one) 

 Single  /  Mar  /  Div  /  Sep  /  Wid 

Street address: City: State: Zip Code: 

 

Mailing or P.O. Box (If Different from Street Address): City: State: Zip Code: 

    

Home Phone No: 
 
(          ) 

 Employer Phone No: 
 
(          ) 

Mobile Phone No: 
 
(          ) 

Student: 

❑ Yes      ❑ No 
 

Employed: 

❑ Yes      ❑ No 
 

Birth Date: Age: Sex: Social Security no.: E-mail Address: 
 

Employer 

      /         /               
❑ M      
❑ F 

 

Parent/Guardian (If patient is under the age of 18) 

Parent/Guardian Name): 
 
 

Social Security no.: Birth Date: 
 
             /         / 

  Age: Contact Phone No: 
 
(          ) 

Mailing Address (If Different from Above): 
 
 

 
City 
 
 

State: 
 
 

Zip: 
 
 

 

INSURANCE INFORMATION 

Primary Insurance Carrier: 
 

Subscriber’s Name: Birth date: Social Security No.: Contact Phone No: 

        /         /  (          ) 

Is this person a patient here?   ❑ Yes      ❑ No 
 

Patient’s relationship to subscriber:   
                                     ❑ Self   ❑ Spouse   ❑ Child   ❑ Other - Specify: 

                                                                                                                   

Mailing or P.O. Box (If Different from Above): 
 
 

City: 
 
 

State: 
 
 

Zip Code: 
 
 

    

Secondary Insurance Carrier: 
 

Subscriber’s Name: 
 

Birth date: 
 
    /         / 

Social Security No.: 
 
 

Contact Phone No: 
 
(          ) 

Is this person a patient here?   ❑ Yes      ❑ No 
 
 

Patient’s relationship to subscriber:   
                                     ❑ Self   ❑ Spouse   ❑ Child   ❑ Other - Specify: 
 

Mailing or P.O. Box (If Different from Above): 
 

City: 
 

State: 
 

Zip Code: 
 

    

 

 

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 Rincon Medical Center or insurance company to release any information required to 
process my claims. 

     

 Patient/Guardian signature  Date  

 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

❖ 



 _________________________ _____________ 

 
Responsible party name: ____________________ Date of Birth: _____________

_________________________             ________ DOB ____________                            ___

__________________                  ____________ DOB _____            __                   _____

_______________________________________ __DOB ____________  _                          __

___________            ________________________DOB ____________  _                          __ 

__________________________________________________ ________________________ 

 


