	PATIENT INFORMATION SHEET (ADULT)

	PATIENT NAME: LAST

( Mr.

( Mrs.

( Ms.

( Dr.
	FIRST
	MI
	DATE OF BIRTH:

	HOME ADDRESS:



	CITY:


	STATE:
	ZIP CODE:

	EMPLOYER:


	OCCUPATION:

	HOME PHONE:


	DAYTIME PHONE:

	DRIVER’S LICENSE:


	SOC. SEC. NUMBER:

	GENDER
( M     ( F
	MARITAL STATUS

( SINGLE    ( MARRIED   ( DIVORCED  ( WIDOWED
	REFERRED BY:

	EMAIL ADDRESS:

	ETHNIC GROUP:
	PRIMARY LANGUAGE:



	SPOUSE’S EMPLOYER:


	BUSINESS PHONE:

	CHILDREN LIVING AT HOME (names & birth date)



	

	EMERGENCY CONTACT:
	PHONE:



	INSURANCE

	PRIMARY INSURANCE CARRIER NAME:


	POLICY ID:


	GROUP NUMBER:

	INSURED’S NAME: LAST


	FIRST
	MI

	EMPLOYER:
	PATIENT RELATIONSHIP TO INSURED:

( SELF       ( SPOUSE       ( CHILD      ( OTHER

	SOC SEC # OF INSURED:


	EMPLOYER PHONE:

	SECONDARY INSURANCE CARRIER NAME:
	POLICY ID:


	GROUP NUMBER:

	INSURED’S NAME: LAST


	FIRST
	MI

	EMPLOYER:
	PATIENT RELATIONSHIP TO INSURED:

( SELF       ( SPOUSE       ( CHILD      ( OTHER

	SOC SEC # OF INSURED:


	EMPLOYER PHONE:

	PATIENT ELIGIBILITY WAIVER

	I hereby attest that I am an eligible member of the health plan noted.  I agree that should it be determined that I am ineligible for services rendered by New Genesis Medical Associates (NGMA) or by another facility or physician as the result of a referral from NGMA, I will be responsible for payment to New Genesis Medical Associates or its agent for those services deemed ineligible or not covered.

I authorize the release of information to my insurance companies.  I authorize payment directly to my physician.  I authorize this medical practice to act as my agent to help me to secure payment from my insurance companies.

	This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I understand that I am financially responsible for all charges whether or not paid my said insurance.  I hereby authorize said assignee to release all information necessary to secure the payment.

	In order to control costs of billing we request charges for office visits and/or copayments to be paid at the time of each visit.

	SIGNED:


	DATE:


[image: image1.png]\

\/ MEDICAL ASSOCIATES

/\ ENESH






6189 La Palma Ave

Buena Park, CA 90620

714-522-2891 (phone)

Permission to Relay Information

As required by the Health Insurance Portability and Accountability Act of 1996, you have a right to request that communications concerning your personal health information (PHI) be made through confidential means.  If you request to receive confidential communications of PHI by alternative means, you must give us an alternative address or other means of contacting you.  We will make efforts to accommodate all reasonable requests.  Some method of contact MUST be provided.
This request supersedes any prior request for communication of information.
	EXTENDED AUTHORIZATION

	
	
	
	
	

	
	Please list any persons you would like to have access to your billing, appointment or health information (with the exclusion of information that is protected under State and Federal law), such as your spouse, family member, or caretaker:

	
	Name
	Relationship

	
	
	

	
	
	
	

	
	
	
	

	
	


	
	

	PREFERRED COMMUNICATION METHOD


	
	New Genesis Medical Associates may communicate with you through mail or telephone, including leaving voice messages on your answering machine/voice mail.  Please indicate below any ways in which you want to receive communications:

	
	(
	Phone number(s):

	
	(
	Mail to the following address(es):


	RESTRICTIONS ON COMMUNICATION METHODS

	
	Please indicate below any ways in which you do NOT want to receive communications:

	
	(
	No calls to phone number(s):

	
	(
	No messages or voice mails

	
	(
	No mail to the following address(es):

	
	(
	Other (please specify):





Signature of Patient / Responsible Party



Date


Name of Patient / Responsible Party (please print)

Relationship to Patient

Dear Patient,
New Genesis Medical Associates (NGMA) strives to provide high quality health care to all of our patients.  We have found that providing such care requires your active participation and cooperation.  Please read and sign the following statement acknowledging your willingness to be an active participant in your medical care.

By signing this form, I acknowledge my understanding of the importance of follow-up as advised by the medical providers at NGMA.  This includes the need for office visits, annual physical examinations, receiving care with recommended specialists and completing labs/tests.  I further understand that it is my responsibility to contact New Genesis Medical Associates if I do not receive communication about my test results in a timely manner.  I understand that if I do not follow-up as advised, this could cause a health condition to worsen to the point of permanent disability or death, and/or delay my treatment potentially beyond the point of cure.  I understand that I may be discharged as a patient of NGMA as a result of my failure to follow-up.
As health care providers, we make every effort to care for our patients in a timely manner.  The reality of working with people and their medical conditions sometimes leads to unpredictability in scheduling and time delays.  Thank you for your consideration as we know your time is important as well.

Thank you,

The Physicians and Staff of New Genesis Medical Associates

Name of Patient (please print)


Signature of Patient






Date

6189 La Palma Ave


Buena Park, CA 90620


714-522-2891 (phone)





6189 La Palma Ave


Buena Park, CA 90620


714-522-2891 (phone)








