Patient Information Sheet - Founders Family Medical Center and Urgent Care   (Please Print)
	Date:

	Patient’s name:

	                                                 (Last name)                                                 (First name)                                                        (Date of Birth)                      

	 Address:

	                        (Street)                           (Apt)                                                        (City)                                  (State)                  (Zip Code)

	Phone numbers:

	                                                      (Home)                                              (Work)                                               (Cell)

	Social Security Number:

	Employer (if applicable):                                                                 Occupation:

	How did you hear about the clinic:  

	If this is an Auto Injury or Workman’s Comp STOP HERE.  See the front desk for the appropriate forms.

	Is this visit for a different type of injury?  (Specify and give the date of injury):

	Name of patient’s spouse if applicable:

	Names of family members who are patients here if applicable:



	Policy Holder of Insurance for the patient if a minor/family member OR Policy Information if you are self-insured:  Please provide your card to the front desk


	                                                  (Last name)                                                (First name)                                           (Policy Holders DOB)

	Relationship to the patient (if not yourself):

	Address:

	                         (Street)                         (Apt)                                                            (City)                               (State)                (Zip Code)

	Phone numbers:

	                                                     (Home)                                               (Work)                                               (Cell)

	Social Security Number of Policy Holder:

	Employer of Policy Holder:

	Name of Insurance:                                                   

	ID/Policy number:                                                 Group number:

	Address of the insurance company:

	Phone number of the insurance company:

	Insurance Effective date:

	Secondary insurance policy information: if applicable, please provide your card to the front desk

	Name of insurance:                                                    Name of policy holder:

	ID/Policy number:                                                  Group number:

	Address:

	Phone number:

	Insurance Effective date:

	I authorize the release of any information required to process claims for services rendered and hereby assign my insurance benefits to be paid directly to the physician.  I understand that I am financially responsible for any balance either not covered by my insurance or remaining as the result of information stated on this form that is inadequate, incorrect, or outdated.  I understand that if I have an HMO requiring that I assign a primary care provider (PCP), I am responsible for assigning a provider of Founders Family Medical Center on/prior to the date of service.
    _____________________________________________________________________________________

                  Signature of Patient or the Responsible Party/Policy Holder                                    
Voice mail is not a secure medium.  However, many families prefer voice mail messages over “playing phone tag”.  Initial below the information that you permit Founders Family Medical Center & Urgent Care staff to leave messages in regard to:   
Clinical information __________             Financial information __________

     _____________________________________________________________________________________

                  Signature of Patient or the Responsibly Party/Policy Holder

     __________________

                  Date


	Office use only:   Initials of staff entering information__________                                            Rev: 6-06 AK


