Urgent Medical & Family Care

102 Pomona Drive, Greensboro, NC  27407-1625

336-299-0000  Fax  336-299-2335   www.urgentmed.com
PATIENT INFORMATION

Patient Name: __________________________________________________________________________________________________________




LAST




FIRST




MIDDLE
Address: ________________________________________________________________________________________

City: _________________________________  State: ___________________________  Zip: _____________________

Home Phone: (____)_______________  Work Phone: (____)_______________  Cell Phone: (____)_______________


Date of birth: _____/_____/______  Age:_____  Social Security # : ___________________   Sex:      Male         Female



MO      DAY      YEAR

Marital Status:             Single                Married          Email Address:  ________________________________________

Employer: _________________________________  Employer Address: _____________________________________

SPOUSE/PARENT/GUARDIAN INFORMATION

Name: ______________________________________  Relationship to Patient: _______________________________

Address: ____________________________________  City: ___________________  State: ______  Zip: ___________

Home Phone: (____)_______________  Work Phone: (____)_______________  Cell Phone: (____)_______________

Employer: _________________________________  Employer Address: _____________________________________

LOCAL CONTACT INFORMATION (someone who does not live with you)

Name: ______________________________________  Relationship to Patient: _______________________________

Address: ____________________________________  City: ___________________  State: ______  Zip: ___________

Home Phone: (____)_______________  Work Phone: (____)_______________  Cell Phone: (____)_______________

POLICYHOLDER INFORMATION (If policyholder is different from patient, please provide the following)

Policyholder’s Name: __________________________________  Relationship to Patient:_______________________

Policyholder’s Date of Birth: ______/______/______  Policyholder’s Employer: ______________________________








CONSENT TO TREATMENT, RELEASE OF MEDICAL INFORMATION, AND ASSIGNMENT OF BENEFITS TO: Urgent Medical & Family Care


The undersigned makes the following acknowledgements and agreements regarding treatment to be provided to the patient whose name appears above.  Further, I agree to pay all co-payments, deductible amounts and coinsurance amounts, which my insurance authorizes to be collected.  If my insurance is not a plan with which Urgent Medical & Family Care, PA has a contractual relationship or I am without insurance coverage, I agree to pay in full for services received.





Consent to treatment:  I consent to any medical or surgical treatment rendered the patient under the general or special instructions of the physician.  I certify that no guarantee or assurance has been made as to the results which may be obtained.


Release of Medical Information:  I authorize the release of any medical information necessary to provide treatment, carry out healthcare operations, or process a health insurance claim.


Assignment of Benefits:  I authorize payment of medical benefits to Urgent Medical & Family Care, PA.


I have received a copy of Urgent Medical & Family Care’s Notice of Privacy Practices on the date shown below.





Signature: _________________________________________________________  Date: ___________________________________________





Office Use Only:        IA Acct No:_____________________________  Personal/WC :__________________________
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