Imperial Cardiac Center
Imperial Valley Family Care Medical Group, APC

Patient Information Form

Doctor ____________________________




Date ______________________________
Patient Acct# ______________________
Patient Information



Please Print
	Last Name                                                                First                                                                       Middle


	Sex    FORMCHECKBOX 
 M    FORMCHECKBOX 
 F

	Age
	Date of Birth
	Street Address & mailing Address (If Different)
	Apt. No.



	City


	State
	Zip Code
	Social Security Number

	Home Phone


	Business Phone
	Marital Status    FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Separated

	Patient Employer / Occupation


	Spouse’s Name

	Person to Notify (name & address of relative or friend not living with you)


	Telephone Number

	Referred By


	Address


Financial Responsibility
	Last Name                               First                            Middle

	Social Security Number
	Relationship to Patient

	Address


	city
	state
	zip code

	home phone


	business phone
	Employer
	Address

	Visa Card #


	Expiration
	MasterCard #
	Expiration
	Signature


Insurance – Please present insurance card to the receptionist with this form
	Name of Primary Insurance Company


	Address

	Policy or Certificate Number


	Group #
	Effective Date
	Policyholder’s Name & DOB

	Name of Secondary Insurance


	Address

	Policy or Certificate Number


	Group #
	Effective Date
	Policyholder’s Name & DOB


I consent to treatment necessary for the care of the above named patient. 
I authorize the release of all medical records to the referring and family physicians and to my insurance company, if applicable.
I acknowledge full financial responsibility for services rendered by the physician and authorize transfer of all unpaid amounts to my Visa/MasterCard after 120 days from the date of service. 

I understand that payment of charges incurred is due at the time of service unless other definite financial arrangements have been made prior to treatment.

I further authorize and request that insurance payments be made directly to Imperial Valley Family Care Medical Group, APC.

Signature








Date
