Patient Information Sheet
PATIENT’S NAME: __________________________________________DATE OF BIRTH: ______________



  First            Middle            Maiden
     Last

STREET ADDRESS: ______________________________________________________________________
CITY: ___________________________________ STATE: __________ ZIP CODE: ____________________
PARENT’S NAME (if child): _______________________________________________________________
ADDRESS (if different from above): _________________________________________________________
PHONE:     Home___________________ Cell ______________________   Work ____________________
EMAIL: _________________________________________________________________________________
How may we contact you? (CIRCLE ALL THAT APPLY):  HOME   CELL   WORK   EMAIL
MAY WE LEAVE A MESSAGE? (CIRCLE ALL THAT APPLY):     HOME   CELL   WORK   EMAIL
DO NOT LEAVE MESSAGES AT (CIRCLE ALL THAT APPLY):    HOME   CELL   WORK   EMAIL 

INSURANCE INFORMATION:  

PRIMARY INSURANCE:
Name of Insurance: ______________________ Insurance Phone #: _________________
Billing address: __________________________________________________________
Group #: _________________________ Policy #: _______________________________
Subscriber’s Name: _______________________ Date of Birth: ____________________
Effective Date: ___________ 

SECONDARY INSURANCE:

Name of Insurance: ______________________ Insurance Phone #: _________________

Billing address: __________________________________________________________

Group #: _________________________ Policy #: _______________________________

Subscriber’s Name: _______________________ Date of Birth: ____________________

Effective Date: ___________ 

MEDICARE CLIENTS ONLY:
I request that payment of authorized insurance benefits be made directly to Greencastle Family Practice, PC for any services furnished to me by providers of care of the stated practice.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits payable to related services.

_____________________________________________________________________ DATE: ______________





(Signature of Beneficiary)

CONTACT PERSON: (DIFFERENT FROM ABOVE): NAME:____________________________________________________PHONE:________________________________________
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