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  Patient Registration Form
	Date: _____________            Email Address:_______________________________________

Name: ___________________________________  DOB______________   Phone__________________

Address: _____________________________ City__________________  State____    Zip______________

Sex_______    Martial Status: M  D  S  W     Drivers License ______________SS#_________________

Emergency Contact________________________  Emergency #_______________________________

Guarantor Information (who is responsible for you if not yourself?)______________________________

Guarantor relationship to you:__________    Guarantor’s Phone #______________________________
Chronic Medical Conditions: ____________________________________________________________ 

Primary Insurance Name_____________________________  Primary #________________________

Secondary Insurance___________________________________  Secondary #______________________

Pharmacy ________________________________    



	I have read and understand the HIPAA Privacy Policy for Family Medical Clinic that has been provided to me in the lobby and am entitled to a copy of this notice at any time that I request a copy. 

I understand that I am responsible for any balances on my account, even if insurance fails to pay.

I agree that the clinic may communicate with me via the email address that I have provided.

I authorize Family Medical Care to use and release my demographic and medical information to any party related to my healthcare, including insurance carriers, other physicians/facilities, attorney, etc..

I understand that it is my responsibility to keep my appointment time and that I must give notice of cancellation at least 24 hours prior to my scheduled appointment or else a $60 late fee will apply after 2 no show appointments.

I agree that all co-pays are due at the time of service and that I must make consistent monthly payments on my account if any balance if owed. 
I will take all medications as prescribed by the provider without unprescribed medications in addition. 

I understand that all refills must be ordered by my pharmacy via fax. 

I consent to random drug testing if I am prescribed a controlled substance.

I understand that I am responsible for my medications.

I agree to comply with the plan of care that my provider prescribes for me. 



	Signature_________________________________________     
Signature of Guarantor (if applicable)______________________________________   

              


