

NEW PATIENT INFORMATION

Name:____________________________________________________  SS#:____________________________												
Address:_______________________________City:_____________________State:________Zip:___________

Birthdate:_______________Age: ______ Male________Female________ Marital Status: _________________

By giving the following phone numbers, I authorize the use of calls/voicemails

Preferred Phone #:____________________________    circle:   home    work    cell

Alternate Phone#: ____________________________    circle:   home    work    cell

Occupation:________________________________________________________________________________

Employer:_____________________________________  Phone#:_____________________________________

PARENT OR SPOUSE INFORMATION

Name:____________________________________________________  SS#:____________________________

Employer:_____________________________________  Phone#:_____________________________________

How did you find us?  Referred by ____________________________   Welcome To Health website 
 Internet search    Phone Book    Street Sign   Other _________________________________

NEW OR UPDATED AUTHPRIZATION FOR TELEPHONE CALLS AND OFFICE MAIL

Federal HIPAA laws allow you to restrict or change the means for the doctor and staff to communicate with you or contact you through alternative means. In order for our office to stay current with changes in addresses or telephone numbers or simply preference choices, we need your permission to contact you via telephone at your work or home, cell phone, pager, email, or to leave a message on your answering machine. Your agreement will allow our office to use your name and mailing address for sending appointment reminders, re-activation letters, cards, office newsletters, or providing other information about other health-related matters that may be of interest to you, billing statements, status of your account, collection warning letters, and other office-related matters. If you have a telephone number that you do not want used for messages or calls, please do not write these numbers on your intake forms. You may indicate a new or preferred mailing addressby indicating so on this form. This authorization may be revoked by you, at any time, by advising our office of this revocation in writing. If you choose not to sign this authorization, this will not have any adverse effect on your treatment, eligibility of benefits. Enrollments, or payment.

I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO PROVIDE MY CURRENT INSURANCE INFORMATION

[bookmark: _GoBack]Signature_______________________________Date___________________      No expiration date
 Expiration Date: _____________________     Expires when treatment/billing has concluded with our office

NEW PATIENT INFORMATION
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