PATIENT INFORMATION

Patient’s last name/Tén ho: First/Tén: Middle/Tén |6t:

Marital status/Trang hon nhan: £ . 5 A Birth date/Ngay sanh: Age/tudi: | Sex:
Single / Married SSN/S06 an sinh xa hoi: / / aOM OEF

Home phone/Bién thoai nha:

( )

Street address/Pia chi nha:

City/Thanh phé: State/Tiéu bang: Zip Code/Ma bwu chinh: Cell phone/Dién thoai hang:
( )

Race/Chlng tdc: Ethnicity/Dan toc: Language Preference/Ngdn ngir :

QVietnamese UOHispanic QWhite A African-American ONonhispanic QViethnamese USpanish QEnglish

QOther: UHispanic 4 Other:

Email address (Required*):

Pharmacy phone/Dién thoai nha thubc (Required*):

Pharmacy name/Tén nha thubc (Required*): ( )

Emergency contact/Nguwoi lién lac

(Required®) Relationship to patient/Moi quan hé v&i bénh | Phone/Bién thoai:

nhan: ( )

INSURANCE INFORMATION (ReQuIRED*)

Primary 4 Aetna U Blue Cross Blue Shield dCigna U Humana 4 Memorial Hermann
insurance/Tén _
bao hiem: J Community 04 HealthCare 0 Medicare QO Selfpay Q0 Other:
Health Choice
Subscriber name/Tén nguwoi dang ky: Subscriber SSN/Sé an sinh x4 hoi.: Birth date/Ngay sanh:
/ /
Policy number/Sé ID: Group number/Sé nhém:

Patient relationship To
subscriber/Méi quan hé v&i a Self O Spouse 1 Child dOther:
bénh nhan:

ASSIGNMENT AND RELEASE (RequirRED*)

I, the undersigned, certify that | (or my dependent) have insurance coverage with the above named insurance or will be paying
out of pocket. | assign directly to PROVIDENCE FAMILY PRACTICE, P.A. all insurance benefits, if any, otherwise payable to
me for services rendered. I understand that I am financially responsible for all charges, whether or not paid by
insurance. All fees will be paid at the time of service unless other arrangements are made in advance. | hereby authorized the
doctor to release all information necessary to secure the payment of benefits. | authorize the use of this signature on all
insurance submissions.

X (Please initial here*) | have reviewed the HIPAA privacy practice form and give my permission to Providence
Family Practice to use or disclose my health information in accordance with the guidelines of HIPAA regulation.

X (Please initial here*) | have reviewed all clinic policies given to me. | understand and agree to abide by all clinic
policies.

Patient/Guardian signature/Tén ky Date/Ngay hém nay




