CREEKMORE CLINIC

NEW PATIENT INFORMATION . Date:

Name SM W D Male/ Female
First Middle Last

Dare of Birth Age

Drug Allergies

Social Security # Drivers License

Mailing Address

City, State, Zip —

Phone# Work# Cell4

Occupation/Employer

Emergency Contact: Name Number

EMATL ADDRESS
PARENT/GUARDIAN INFORMATION of a child younger than age 18

Relationship

Name
Date of Birth Social Security #
IMailing Address
City, State, Zip

PATIENT INSURANCE INFORMATION: Wi/l need copies of card(s)

1. Primary Subscribers Name DOB
Insurance Company

1D Group# Effective Date

4. Secondary Subscribers Name DOB
Insurance Company

iD* Group# Effective Date
Medicare = Medicaids#

PAVMENT REQUESTED AT TIME OF SERVICE - UNLESS PRIOR ARRANGENMENTS HAVE BLEN MADE.

ASSIGNMENT OF INSURANCE BENEFITS
! hereby authorze divect pavment of surgical/medical benefits to Creskmore Clinic for services rendered by Creekmore Clinie
Partnershup, by thew mzdizal stafl in person or under their supervision. 1 understand that ] am financially responsibie for any balunee pot
caversd Dy v inswance.
AUTHORIZATION TO RELEASE INFORMATION

I heredy authorrze Crzelimore Chnic Partnership e release any medical or incidental infermation that may be necessary for eithar

medical care or n processing applications for financial benefit.

MEDICARE * MEDICAID
| cerify that the mformation given by me in applying for payment is comect. [ authorize relesse of all records on request | reguest tha

payment of zuthorized benefits be made on my hehalf. -

A phatocony of these sssyomments shall be valid as the origmal
L
/
;
Patient \ B _ . batee
;

PurenvGuardian_§_ i . . e




