OFFICE USE ONLY
Physician:
Approved by:
Date:

Where did you hear about us?
O Yellow Pages (YP) O Newspaper (NP) O Website (WS)

3 Friend or Family (FF) O Physician Referral (PR)
Welcome 01 Other (OT)

to our office

HOLSTON MEDICAL GROUP

NEW PATIENT INFORMATION (Complete if different from billing party)

Name

First Middle Last

Address

City State Country Zip Phone # ( )

Birthdate SexMorF Race Marital Status S M W D

Social Security # Employer

Address of Employer Work Phone #

May we contact you at work? Y N By E-Mail 'Y N E-Mail Address

Emergency Contact Name Emerg. Phone # ( )

Relationship to billing party

Guarantor/Responsible Party

Name

First Middle Last

Address

City State Zip Phone #

Birthdate Sex Mor F Marital Status S M W D

Social Security # Driver's License #

Place of employment Work Phone #

OTHER INFORMATION

Name and address of nearest relative not living with you

Address City State Zip Phone #

If you are currently under another physician's care, please list:

Name

Address City State Zip

Whom may we thank for referring you to us?

INSURANCE

1. Primary Insurance Company Name

Group # Policy Member #

Subscriber Name Subscriber Birthdate Sex M or F Social Security #

Subscriber Employer and Address

2. Secondary/Supplemental Insurance Name

Group # Policy/Member #

Subscriber Name Subscriber Birthdate Sex M or F Social Security #

Subscriber Employer and Address

Please note whomever brings a child in to be seen is responsible for payment at time of service unless prior arrangements have been made.
It is the custodial parent's responsibility to arrange reimbursement from a non-custodial parent.
By signing below | hereby give my consent for Holston Medical Group to treat my minor child, under 18 years of age

INSURANCE AUTHORIZATION AND ASSIGNMENT:
| understand that | am financially responsible for any medical service at time of service. | authorize my insurance carrier to pay to Holston Medical Group
any assigned claims filed by them and authorization for release of medical information requested by my insurance company. For Medicare beneficiaries:
| request payment of authorized Medigap benefits be made to me or on my behalf to Holston Medical Group and medical information about me to be
released to my Medigap insurer.

Date Signature Rev. 10-2008






