
Please print and complete this form in its e
Doctor:
PATIENT INFORMATION    (The person seeing the physician)

Pa ent Name-First, Middle, Last Preferred Name Date of Birth Marital Status:
single married other

Address (Street) City State Zip Code

What is your preferred method of contact?            Primary Phone                Secondary Phone                Email                Text         
Primary Phone Type Secondary Phone Type Email

Sex: Social Security# Referring Physician Primary Care Physician
          M           F
Government regula ons require us to ask the following: I choose not to answer
Language Race Ethnicity

GUARANTOR INFORMATION    (The responsible party)

Guarantor Name-First, Middle, Last Address - Street, City, State, Zip

Primary Phone Secondary Phone Email

Social Security# Date of Birth Sex Employer
M F

ADDITIONAL INFORMATION
How did you learn about our office?

Are you employed? Yes No Employer:

Are you a student? Yes No School:

INSURANCE INFORMATION    (Present card to recep onist)

Primary Carrier Carrier Phone# Type: Copay
PPO     HMO     Medicare     HSA/HRA     Other

Insured Insured ID Policy# Group Name
Self     Guarantor     Spouse     Child     Other
Other Insured Name (if applicable) Address - Street, City, State, Zip

Date of Birth Phone Social Security# Sex Employer
M F

EMERGENCY CONTACT    (If p ent is a minor, please list divorced parent inform on)

Name Rela onship Phone

PHARMACY
Name Address Phone

ACKNOWLEDGMENT OF RECEIPT OF 'NOTICE OF PRIVACY PRACTICE'

I, _________________________________________________, have received a copy of this office's No ce of Privacy Prac ces.   

I hereby authorize the following persons to receive medical informa on regarding my care.

AUTHORIZATION LIST Name Rela onship

Acknowledgment Signature / Legal Guardian Signature

 L-131 Rev 1-2018

Cody Lewis




__________________________________ ___________________________
____________________________________________________________

_____________________                                                         ____________________

________________________________
_______________________________

_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

_____________________________________________                 _______________________

_________________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

ASSIGNMENT OF BENEFITS AND AUTHORIZATION
FOR RELEASE OF MEDICAL RECORDS

PATIENT ASSIGNMENT OF INSURANCE PAYMENT TO PHYSICIAN
RELEASE OF MEDICAL RECORDS TO INSURANCE CARRIER FOR PAYMENT

services/supplies provided. NOTE: Representatives include: physician partner, physician assistant, 
physical or occupational therapist. 

Exception: required provider discount. Please note: your insurance provider will clearly mark the 
. Charges will be adjusted per our contract

with your insurance provider.

Should my insurance company require medical records from my physician or his representative, I
authorize the release of those records to my insurance provider.

Patient Name: ______________________________ Physician Name:____________________________

Patient / Legal Guardian Signature: ________________________________ Date:__________________

Cody Lewis
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