City

urgent care

Doc

uptown

DATE OF VISIT:

| PATIENT ACCOUNT NUMBER:

REASON FOR YOUR VISIT:
ARE YOU AGE 65 OR OVER : o YES oNO /" ARE YOU COVERED UNDER MEDICARE PART B: o YES 0 NO
PHYSICIAN THAT REFERRED YOU TO OUR CENTER:
L] L] L] [ L] L]
FRIEND OR RELATIVE DIRECT MAIL INTERNET DROVE PAST INSURANCE PHYSICIAN
COMPANY
PATIENT DEMOGRAPHICS/CONTACT INFORMATION
LAST NAME: FIRST NAME: MIDDLE IN: SEX:
F/' M
ADDRESS: SOCIAL SECURITY: DATE OF BIRTH:
/ /
CITY: STATE: Z1P CODE:
HOME PHONE: CELL PHONE: EMAIL:
MARITAL STATUS: [ ] sINGLE "] MARRIED ] pIvorcep "] wipowep [ ] SEPARATED
RESPONSIBLE PARTY IF DIFFERENT FROM PATIENT
LAST NAME: FIRST NAME: MIDDLE IN: SEX:
F/ M
ADDRESS: SOCIAL SECURITY: DATE OF BIRTH:
/ /
CITY: STATE: Z1P CODE:
HOME PHONE: CELL PHONE: EMAIL:
EMERGENCY CONTACT PERSON: PHONE:
FINANCIAL INFORMATION
HOW WILL YOU BE PAYING FOR TODAYS VISIT: ] ] ]
CORPORATE CASH CREDIT CARD
ACCOUNT
INSURANCE CARRIER NAME: EMPLOYER: INSURANCE CARRIER PHONE:
IS THIS INSURANCE : PRIMARY / SECONDARY

DO YOU HAVE AN IN-NETWORK DEDUCTIBLE:

Y /N

HAS YOUR DEDUCTIBLE BEEN MET:

Y/ N

PLEASE PRESENT YOUR DRIVERS LICENSE AND INSURANCE CARDS TO
THE FRONT DESK TO COMPLETE YOUR REGISTRATION




