
 

 

 

 

 

 

 

 

 

 

 

Date: _______/_______/_______Date: _______/_______/_______Date: _______/_______/_______Date: _______/_______/_______    
    

Patient’s Name: _________________________________________Patient’s Name: _________________________________________Patient’s Name: _________________________________________Patient’s Name: _________________________________________________________________________________________________________________________________DOB: ____DOB: ____DOB: ____DOB: _____________________/__________/___________ Age: ______________/__________/___________ Age: ______________/__________/___________ Age: ______________/__________/___________ Age: _____________    

Sex:Sex:Sex:Sex:    MaleMaleMaleMale    Female Female Female Female     SS#: ____SS#: ____SS#: ____SS#: ____________________________________----____________________________________----________________________________________________________    DR LICENSE#: _______________________________________DR LICENSE#: _______________________________________DR LICENSE#: _______________________________________DR LICENSE#: _______________________________________    

Home Phone #: (____Home Phone #: (____Home Phone #: (____Home Phone #: (_________________) ______) ______) ______) _____________________________________________----________________________________________________________________        Cell Phone #:(_____Cell Phone #:(_____Cell Phone #:(_____Cell Phone #:(_________________) _________) _________) _________) _________________________________________----________________________________________________________________________________________    

If minor Parent’s Name:  ______________________________________________________________  Parent DOB:_If minor Parent’s Name:  ______________________________________________________________  Parent DOB:_If minor Parent’s Name:  ______________________________________________________________  Parent DOB:_If minor Parent’s Name:  ______________________________________________________________  Parent DOB:__________/___________/_____________________/___________/_____________________/___________/_____________________/___________/____________    

Email Email Email Email AddressAddressAddressAddress: ____: ____: ____: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

Address: _________Address: _________Address: _________Address: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

City: ________________________City: ________________________City: ________________________City: __________________________________________________________________________________________________________________________________________________________________________State:________________________________State:________________________________State:________________________________State:__________________    Zip:___Zip:___Zip:___Zip:___________________________________________________________________________________________________________    

Patient Employer:______________Patient Employer:______________Patient Employer:______________Patient Employer:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

Occupation:___________Occupation:___________Occupation:___________Occupation:___________________________________________________________________________________________________________________________________________________________________________________________ Work Phone #: (____________ Work Phone #: (____________ Work Phone #: (____________ Work Phone #: (_________________) _______) _______) _______) __________________________________________________----________________________________________________________________________    

Spouse’s Name: _______________Spouse’s Name: _______________Spouse’s Name: _______________Spouse’s Name: _________________________________________________________________________________________________________________________________________________________ ______________________ ______________________ ______________________         Spouse’s DOB: ___Spouse’s DOB: ___Spouse’s DOB: ___Spouse’s DOB: __________________________/_____/_____/_____/__________________________/______/______/______/______________________________________    

Spouse’s Employer: _____________Spouse’s Employer: _____________Spouse’s Employer: _____________Spouse’s Employer: _______________________________________________________________________________________________________________________________________________________________________________________________________________ Occupation: ________ Occupation: ________ Occupation: ________ Occupation: __________________________________________________________________________________________________________________________________    

            IN CASE OF AN EMERGENCY WHO MAY WE NOTIFY?IN CASE OF AN EMERGENCY WHO MAY WE NOTIFY?IN CASE OF AN EMERGENCY WHO MAY WE NOTIFY?IN CASE OF AN EMERGENCY WHO MAY WE NOTIFY?    

Name:  _Name:  _Name:  _Name:  _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    Relationship:_____________Relationship:_____________Relationship:_____________Relationship:____________________________________________________________________________________________________ ___ ___ ___     

Hm Ph #:(_Hm Ph #:(_Hm Ph #:(_Hm Ph #:(________________) ________) ________) ________) _________________________________________----____________________________________________    Cell Ph #:(___Cell Ph #:(___Cell Ph #:(___Cell Ph #:(____________) _________) _________) _________) ________________________ _____ _____ _____ _________________________________________    Wk Ph #:(__Wk Ph #:(__Wk Ph #:(__Wk Ph #:(_____________________) ______) ______) ______) _______________________________________----_______________________________________ ___ ___ ___     

                WHO IS RESPONSIBLE FOR PAYMENTWHO IS RESPONSIBLE FOR PAYMENTWHO IS RESPONSIBLE FOR PAYMENTWHO IS RESPONSIBLE FOR PAYMENT            

Name: ___________Name: ___________Name: ___________Name: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    RelationshiRelationshiRelationshiRelationship:_______________________________________p:_______________________________________p:_______________________________________p:_______________________________________    

Hm Ph #: (____Hm Ph #: (____Hm Ph #: (____Hm Ph #: (____________) _________) _________) _________) _____________________________----_______________________ Cell Ph #: (____________ Cell Ph #: (____________ Cell Ph #: (____________ Cell Ph #: (________________) ___) ___) ___) ________________________________________    ______________________Wk Ph #: (________Wk Ph #: (________Wk Ph #: (________Wk Ph #: (______________________) _____) _____) _____) _________________________________________----____________________________________________________________    

Address:  ____________________Address:  ____________________Address:  ____________________Address:  ______________________________________________________________________________________________________________________________________City:_____________________________________ST__City:_____________________________________ST__City:_____________________________________ST__City:_____________________________________ST:__________Zip:____:__________Zip:____:__________Zip:____:__________Zip:____________________________________________________    

Insurance Company: ____________________________Insurance Company: ____________________________Insurance Company: ____________________________Insurance Company: ___________________________________________________________________________________________________________________________________________________________ Phone: (________ Phone: (________ Phone: (________ Phone: (_______________________) _______) _______) _______) _____________________________________________----____________________________________________________________    

Cardholder Name:__________________________Cardholder Name:__________________________Cardholder Name:__________________________Cardholder Name:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

    Relationship: ________________Relationship: ________________Relationship: ________________Relationship: _____________________________________________________________________________________________________DOB: _________________DOB: _________________DOB: _________________DOB: ________________/______/______/______/________________/________/________/________/________________SS#: ______SS#: ______SS#: ______SS#: ________________________________________________----________________________________----____________________________________________    

Group # Or Plan Name:_____________________Group # Or Plan Name:_____________________Group # Or Plan Name:_____________________Group # Or Plan Name:___________________________________________________________________________________________________ Subscriber Or ID______ Subscriber Or ID______ Subscriber Or ID______ Subscriber Or ID    #:________#:________#:________#:________________________________________________________________________________________________________________________________________________________________________    

Preferred Pharmacy:  ________________________________________________________________________________________________________Preferred Pharmacy:  ________________________________________________________________________________________________________Preferred Pharmacy:  ________________________________________________________________________________________________________Preferred Pharmacy:  ____________________________________________________________________________________________________________________________________________    

For continuity of care, I consent to Calvary Medical Clinic obtaining my For continuity of care, I consent to Calvary Medical Clinic obtaining my For continuity of care, I consent to Calvary Medical Clinic obtaining my For continuity of care, I consent to Calvary Medical Clinic obtaining my pharmacypharmacypharmacypharmacy    records.records.records.records.            Yes Yes Yes Yes ◘            NoNoNoNo    

Payment is expected at the time services are rendered unless previous arrangements have been made. As a courtesy our office wPayment is expected at the time services are rendered unless previous arrangements have been made. As a courtesy our office wPayment is expected at the time services are rendered unless previous arrangements have been made. As a courtesy our office wPayment is expected at the time services are rendered unless previous arrangements have been made. As a courtesy our office will file ill file ill file ill file 
your insurance claims for the physician’s fees in the event of hospitalizationyour insurance claims for the physician’s fees in the event of hospitalizationyour insurance claims for the physician’s fees in the event of hospitalizationyour insurance claims for the physician’s fees in the event of hospitalization....    I also authorize Calvary Medical CI also authorize Calvary Medical CI also authorize Calvary Medical CI also authorize Calvary Medical Clinic to release any linic to release any linic to release any linic to release any 
information necessary in the course of my treatment required by the insurance companyinformation necessary in the course of my treatment required by the insurance companyinformation necessary in the course of my treatment required by the insurance companyinformation necessary in the course of my treatment required by the insurance company    covering these procedures and Icovering these procedures and Icovering these procedures and Icovering these procedures and I    permit a copy of permit a copy of permit a copy of permit a copy of 
this autthis autthis autthis authhhhorization to be used in the place of torization to be used in the place of torization to be used in the place of torization to be used in the place of the original. I understand that Ihe original. I understand that Ihe original. I understand that Ihe original. I understand that I    am responsible for all amounts not covered by insurance. I have am responsible for all amounts not covered by insurance. I have am responsible for all amounts not covered by insurance. I have am responsible for all amounts not covered by insurance. I have 
received a notice of this organization’s privacy practices. received a notice of this organization’s privacy practices. received a notice of this organization’s privacy practices. received a notice of this organization’s privacy practices.     

    
Patient or Parent/Guardian SPatient or Parent/Guardian SPatient or Parent/Guardian SPatient or Parent/Guardian Signature: ______ignature: ______ignature: ______ignature: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________        

Parent/Guardian Parent/Guardian Parent/Guardian Parent/Guardian NameNameNameName((((printedprintedprintedprinted)))):__________________________:__________________________:__________________________:______________________________________________________________________________________________________________________________________________ ________________________________________ ________________________________________ ________________________________________     


