                                     Capital Primary Care 

                                    Patient Information
Date:  

Name:  
 

(Last)
(First)
(Middle)

Home Phone# 


 Cell Phone #:  
  
Soc.Sec.#: _________________ 
Date of Birth:  


Age:  


Sex (please circle one):      M
F
Address:  

State:  


City:  

Zip:  

Whom may we thank for referring you?  

Emergency Contact Person.  

(Name)
(Phone)
                                    EMPLOYMENT INFORMATION
Patient Employed by  

Business address:  


Occupation:  

Bus: Phone:  

                                    INSURANCE INFORMATION
Person responsible for the account  
                                                                                Relationship to the patients  
                                                                                                 Address if different from patients  


Primary Insurance 

Group#  


Phone#:  

Id#:  

Other dependents on the plan  

Secondary Insurance 

Group#  


Phone#:  

Id#:  

Other dependents on the plan  

Tertiary Insurance  

Group#  


Phone#:  

Id#:  

Other dependents on the plan  

In case of necessity I ______________________ authorize          Capital Primary Care to release my PHI (Protected Health Information) to Medical facilities and to my insurance company to process claims. 
By signing this form I _______________________, giving authorization to use my name, address and phone number for appointment reminders, and to call my name out loud while I am in the waiting room.

Signature

Date  







