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PATIENT INFORMATION (PLEASE PRINT) TODAY'S DATE / |

Thang you Jor | J::r.-l.'rﬂ_-_f Cpariin Health Carve for vaour health care nepds

I vou Aoave wny guestions, please as€ wi. We will be ilappy to Aclp.

Last Name: First Midcle: |OMr. DOMis | Merital Status (cirde one)
I O Mrs. .E..I'_MS Singlp / Mar / Div / Sep / Wid

Is this your legal name? | If not, what i your lagal name? | {Former rame): | Birth Date: | Age: | Sex:
O Yes ONe | 1 | £ | |am gF
Stroet Afdrecs: Apt ¥ PO BC Ciy: Stabe:; Zip:
Horse Phona Nowi Cell Phane #: Pager Phone No.:
( ] i3 ( )
Social Security #: | Email Address:
Patiort Work Status: QO Employed O Full-time Student O Part-time Studert I Retired 0 Other
Occupation: Ermln:wﬂr | Wl:hrk Phitne No.:

] L J
Employer Address: Ciby: | Shabe: Zip:
Spouse Name: : E-WEI;E Employer: I Spouse Employer Phone No.:

' E 3
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Do *muj HAVE MEDICAL COVERAGE? (chack a0/ that .'-r,cm[v,! QAo u Medicare Eﬁrﬂu;‘r nwmt Cuun
IHEI.IR.I,HI:E tHanHlﬂnu (Please present your Insuram:e r:anil:u ihg ra:enf[nnlst.]i

- Primary Insurance Name: _ . Secondary Insurence Name:

| Tug. Adchuage: _ Ins. Ackirees:

Nare of Ireused: _ | Nemeof Insure:

Tresuret's Tt - ~ Insured’s I0# L

| Group #: , — Group #. =
Employer Mame: e Employer Name:

Empioyer Adcross: | ompoyer Address:

Employer Phone: _ | Empgloyer Phone: s S
' Redationship of petient o the insused: | Relaionship of patiert to the insunad:

| List ary known alergies: o )
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il-hmp!m-ann.:

( )
Address: Citty: State: ZIP Coda: Work phone no.:

( 3
Primary Case Physidan Name/Location: Phone No.:

{ }

This information is true to the best of my knowledge. 1 understand and agree that the insurance polides are an arangement
between the insurance carrier and mysell. Furthermore, T understand that the doctor’s office will prepare any necessary reports and
forms ko assist me in making collection from the insurance company and that any amount authorized to be paid directly tn the
doctor's office will be credited tn my acoount upon receipt.  However, I claarly understand and agree that all sendons rendered to
me ara charged directly to me and that I am finoncially responsible for sny balance. 1 also understand that if 1 suspend or
terminate my care and treatment;, any fees for professional senvces rendered witl be Immediately dug ang payable. Information
supplied or handled by this office (other than standard forms) will be charged 15%.

It is understood and agreed the amount paid to the doctor for x-rays is for examination only and the x-ray negatives will rermain
tha proparty af thie office being on file where they may b seen at any time whila a patient of this office. I ako agree that I am
respansible for all bils incurred ot this office. The doctor will not be held responsible for any pre-existing medicaly diagnosed
condition or for any medical diagnosis,

Examination procedures are based upon dinical necessity. They may indude vital signs, cranial nerves, and examination of eyes,
ears, nose and throat, lungs, ranges of motion, palpation, neurclogical/vescular/orthopedic testing examination of thorax and
abdoman and examination of axtremities. Addtional physical axamination proceduras may be performed when dirscally indicated
and tha nature of the protedure(s) will be described priat b their performance,

I also consent to the performance of other AIRNOSIC and therapeutic procedures in acdition to or different from those stated
above, m-emﬁ or nek arising from presently unforeseen conditions that may be considered necessary or advisable in the course of
my health cara,

Tha natura and puspoee of the procedures, peesible alternatives, the risks involvad, the possible consequences, and the poasitility
of complications will be explained to me. 1 acknowledge that there Is no guarantee or assurance as o the resuits that may be
ab@ined from treatment.

ACKNOWLEDGEMENT OF RECEIPT OF “PRIVACY NOTICE" FOR PROTECTED HEALTH BUFORMATION:
I acknowledge that I hava receivad a copy of Epariin Health Care's "PRIVACY NOTICE" for Protected Heaith Information on the date
st forth belowr,

CONSENT FOR TREATMENT AND AUTHORIZATION OF X-RAYS:

To the best of my knowiedge, I am not pregnant. {Inial) I authorize Sparin Health Care D perfarm Such Necessary
ml:lngra|:'1:hr!: examinaticn necessary to diagnose and to administer whatever treatment is deemed necessary to treat my present
problem (or ilness)y

Patient Sgranre Date

Guardtar or Spouses Sigmatore Authoning Care Raanionship o patiant Diata
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