QUICKIE CHECK-IN

PATIENT INFORMATION
 New Patient  Name Change  Address Change  Insurance Change
This section must be completed for all patients:
 


Name ________________________________________________________________________________


Last





First


M.I.
Date of Birth: ____/____/____ Age: _____ Sex:  Male  Female

Address:


Mailing Address ___________________________________________________________________










City 


State 

Zip
Home Phone: (        )______________________   Work Phone: (        )_______________________
Cell Phone: (        )_______________________     e-mail: __________________________________

PARENT, SPOUSE, OR RESPONSIBLE PARTY (if different from patient)
Name: ___________________________________________________Date of Birth: ____/____/____

Last




First


M.I.
Address:_________________________________________________________________________










City 


State 

Zip
Home Phone: (        )______________________   Work Phone: (        )_______________________
INSURANCE CARRIER INFORMATION:

Primary Insurance Carrier:
_____________________________________________________
Secondary Insurance Carrier: 
_____________________________________________________
PLEASE SIGN SO WE MAY HAVE YOUR INSURANCE AUTHORIZATION ON FILE

I authorize any holder of medical or other information about me to release to the above insurance company(s) any information needed for this or a related insurance claim.  I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits either to myself or the party who accepts assignment.

Date:
____/____/____
Signature:
____________________________________________
Please provide your insurance card(s) and driver’s license
to the receptionist along with this form.

