Springfield Family Physicians Patient Information

This form must be completed in full

front and back and insurance card attached

Patient Name:

Last
First Middle Initial
Previous Name:
Address:
Street Address
City State Zip
Home Phone# Cell Phone #
Work Phone # Extension:

Responsible Party:

Other:

Self (do not fill out the rest of this section)

Last Name

DOB:

First Name Middle Initial

SS#

Home Phone #

Email

Address:

Employer:

Employer Address:

Work Phone:

Extension:

OK to leave a message at work?

YES NO

DOB:

Gender: M F
Marital Status:
_ Single  Married  Widowed

_ Divorced ~ Unknown __ Partner

Social Security #

Patient’s Employer Name:

Phone:

Employed: ~ Full Time _ Part Time

____ Not Employed
Student: ~ Full Time __ Part Time
Emergency Contact:
Name
Address
Phone # Relationship

Additional Information:

Street Address (if different from mailing)

Do you have access to the internet? ~ YES ~~ NO
OK to leave a message athome? ~ YES  NO
Employer Address: OK to leave a message at work?  YES  NO
Preferred Language: English Spanish
Preferred Pharmacy:

Name Address/Location
Local friend or relative, not living with you:

Name Phone #




Insurance Information

We must have a copy of all insurance cards to bill your insurance

Primary Insurance Company:

Billing Address: Phone:

Subscriber/ID # Copay:
Insured Name: Patient’s Relationship to Insured:

Group # Group Name

Date coverage started:

Secondary Insurance Company:

Billing Address: Phone:

Subscriber/ID # Copay:
Insured Name: Patient’s Relationship to Insured:

Group # Group Name

Date coverage started:

Tertiary Insurance Company:

Billing Address: Phone:

Subscriber/ID # Copay:
Insured Name: Patient’s Relationship to Insured:

Group # Group Name

Date coverage started:

Whom may we thank for referring you to our practice? O Assigned by insurance company or OHP
o Referred by 0 Advertisement (where?)
o0 Insurance company list o Yellow Pages

The undersigned patient or responsible party authorizes the physicians of Springfield Family Physicians, as well as other physicians who may be
consulted regarding medical advice and treatment, to provide any medical or surgical care which, in the opinion of the physician(s), may be
reasonably necessary for the benefit of the patient’s care. The undersigned further authorizes Springfield Family Physicians to use and disclose
medical information regarding the patient’s treatment, payment of medical expenses, or to carry on the operations of the clinic, as necessary for
care of the patient. Signing below indicates that a copy of our Privacy Policy was offered and received or refused, as indicated by the initials of the
patient or responsible party. I understand that I am financially responsible for all charges for the services rendered to me. I authorize release of
information necessary to process my insurance claim. A photocopy of this authorization may be used in place of the original. I hereby authorize
payment of benefits due to me to be made directly to the doctor or provider of service. I understand that some charges may be denied by Medicare
and I will be responsible for payment with a signed advanced beneficiary notice.

Patient or Responsible Party Signature Date:

Relationship if signed by Responsible Party:

Privacy Policy Received Date: Privacy Policy Offered and Refused: Date:
Pt./Resp. Party Initials Staff Initials




