
city				                     state	            ZIP

Subscriber’s Name

Date of Birth Sex

Subcriber’s Employer Phone #

Subscriber’s Relation to Patient

Employer Address

Social Security#

PATIENT INFORMATION

					     apt / suite / other

city					         state	            ZIP

Name last					     first			   inital		  suffix (Jr, III, Title, Etc.)

Social Security# Date of Birth Sex

Mailing Address

Home Ph# Work Ph#

EmailMarital Status Student          yes     /     
no     	   

Employer Name

Employer Address city				                 state	            ZIP

Employer Ph#

Emergency Contact 	 Ph#				    Relationship to Patient

Primary Insurance Policy #

Secondary Insurance Policy #

Consent For Treatment
The undersigned hereby consents to examination and treatment by a Family Care Physician or Certified Physician’s Assistant and 
to the performance of any laboratory work or diagnostic procedure which the treating physician may deem necessary under the 
circumstances.

Authorization to Release Information
I hereby authorize Family Care to release information concerning examination, testing and treatment of the above patient to any 
insurance company requesting the same for purposes of determining eligibility for payment of insurance benefits.

Authorization to Pay Insurance Benefits and Guarantee of Payment
I understand I am financially responsible to Family Care for charges that may not be covered by my insurance policy. I hereby 
authorize payment of insurance benefits to Family Care for services rendered.

Patient’s Signature Date

Cell Ph#

city				                     state	            ZIP

Subscriber’s Name

Date of Birth Sex

Subcriber’s Employer Phone #

Subscriber’s Relation to Patient

Employer Address

Social Security#

Employment Status

last					     first			   inital		

last					     first			   inital		

Today’s Date

(please circle)

(please circle) full time      /     part time
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