
ORANGEBURG MEDICAL GROUP 

1448 FLORIDA AVE. 

MODESTO, CALIFORNIA 95350 

 
DATE:____________________________    ______________________________________________M.D. 
                (PLEASE PRINT PHYSICIANS NAME) 

PLEASE PRINT 

PATIENT INFORMATION FOR MEDICAL RECORDS 

 
I authorize the release of any medical information necessary to process this claim.  I authorize payment of medical benefits to be paid directly to my 
physician.  I also understand that, although I may have insurance coverage, I am responsible for payment of this account within the limits of your credit 
policy. 

 
     ________________________________________________________________ 
       (PATIENTS SIGNATURE OR PARENT, IF MINOR) 

 

       
________________________________________________________________ 

       (PATIENTS SIGNATURE OR PARENT, IF MINOR) 

Patient Name:____________________________________________        _____     #_________-________-_______________ 
   LAST  FIRST           MIDDLE                      SOCIAL SECURITY NUMBER  

Date of Birth:_______ / ______ / ____________ Sex:_______   Marital Status:__________________________ 
           MONTH                    DATE           YEAR 

Mailing Address:________________________________________________________________________________________________ 
   STREET   CITY   STATE   ZIP 
 

Home Phone:(__________)_________-________________   Cell Phone:(__________)_________-_______________ 
 
Email:________________________________________________________  Student:      Yes_____       No_____ 
 
Present Employer:_______________________________________________  Work Phone:(__________)_________-______________ 
 
Occupation:_____________________________________________________  Driver’s License #:______________________ 
 
In Emergency Contact:_____________________________________________   Relationship:__________________________ 
 
Has patient been seen under another name?  If so:______________________________________________________________________ 
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RESPONSIBLE PARTY:___________________________________        _____     #_________-________-_______________ 
   LAST  FIRST            MIDDLE               SOCIAL SECURITY NUMBER  
 

Date of Birth:_______ / ______ / ____________  Driver License #:_________________________________________ 
           MONTH                    DATE           YEAR 
 

Mailing Address:__________________________________________________________________________________________________ 
    
 

Employer:______________________________________________ Occupation:_________________ How Long:______________ 
 

Work Address:___________________________________________________   Work Phone:(__________)_________-________________
  STREET  CITY STATE  ZIP 
 

SPOUSE’S NAME:________________________________________        _____     #_________-________-________________ 
   LAST  FIRST            MIDDLE               SOCIAL SECURITY NUMBER  
 

Date of Birth:_______ / ______ / ____________  Driver License #:_________________________________________ 
           MONTH                    DATE           YEAR 
 

Mailing Address:__________________________________________________________________________________________________ 
    
 

Employer:______________________________________________ Occupation:_________________ How Long:______________ 
 

Work Address:___________________________________________________   Work Phone:(__________)_________-________________
  STREET  CITY STATE  ZIP 
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Insurance Subscriber Primary:_____________________________________________________________________________________ 
 

(1) Ins. Company:________________________________________ Ins. Phone #:(__________)__________-______________ 
 

Ins. Address:_________________________________________ Group #:_______________________________________ 
STREEt     

                ________________________________________________ Certification #:___________________________________ 
   CITY   STATE  ZIP  

                Effective date of coverage:_______________________________ Subscriber #:____________________________________ 
 

Subscriber Secondary:___________________________________________________________________________________ 
 

(2) Ins. Company:________________________________________ Ins. Phone #:(__________)__________-______________ 
 

Ins. Address:_________________________________________ Group #:_______________________________________ 
STREEt     

                ________________________________________________ Certification #:___________________________________ 
   CITY   STATE  ZIP  

                Effective date of coverage:_______________________________ Subscriber #:____________________________________ 
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