Patient’s Last Name:_______________________First____________________M____ SSN:________________________

Mailing Address:____________________________________________________________________________________

City:__________________________________________   State:______________   Zip Code:______________________

Primary phone number:___________________   Alternate phone number_____________________________________

Date of Birth:____________________   Ethnicity:______________         SEX     Male      Female    Transgender  

 Do you have any DISABILITY Y/N    What type of disability?_______________ Do not know  or  Refuse to answer

Email address:___________________________________  Marital Status:   Married     Single     Divorced     Widowed    Legally Separated

Pharmacy:______________________________   City:_________________________   Phone:__________________

BOTH Parents or Guardian Name of MINOR only _________________________________________________________________________________________________  DOB:______________________________________ SSN:_________________________________________________
Address__________________________________________________________________________________________

(EMERGENCY CONTACT MUST BE  Different than Parent or Guardian)
Emergency Contact:____________________________   Relationship:___________________ Phone:_______________

Patients Primary  Insurance:__________________________________________________________________________

ID Number:_____________________________________   Group Number:____________________________________

Patients Secondary Insurance:________________________________________________________________________

ID Number:_____________________________________   Group Number:____________________________________

Insurance Policy Holder Name/Guarantor:___________________________   Relationship:_________________________

Policy Holder Address:______________________________________________________________________________

SSN:_____________________________________________    DOB:_________________________________________
I Hereby assign transfer and set over in Healthway Internal Medicine and Pediatrics, PLLC, all of my rights, title and to my medical reimbursement benefits under my insurance policy. I authorize the release of any medical information needed to determine the benefits. This authorization shall remain valid until written notice is given by me revoking said authorization. I understand that I am financially responsible for all charges whether or not they are covered by insurance. I hereby consent to routine, diagnostic procedures and medical treatment provided by Healthway Internal Medicine & Pediatrics, PLLC and I understand that no guarantee has been made.
The undersigned agrees to reimburse us the collection fees of any collection agency, which shall be based on a percentage at a maximum rate of 33 1/3% of the amount due at the time your account is placed with a collection agency, and all costs and expenses incurred for any collection efforts on your account, including reasonable attorney’s fees incurred by the collection agency. This contract shall cover all medical treatment and services until revoked by either party in writing.

YES  NO  if we can leave  normal results on your answering machine or with Emergency Contact listed above.
YES  NO  if you have a living will
[bookmark: _GoBack]YES  NO  if you wish to received a copy of the HIPAA policy

___________________________________________________________________________________________________________Patient Signature				Date			Guarantor’s Signature		Date
