
Patient information

Last Name: ______________________ Maiden Name___________________First Name: _____________________Middle: _________ 

Address: __________________________________ City: ___________________ State: _____ Zip: ________ County: _____________ 

Home Phone: (     ) ___________________ Work Phone: (     ) ______________________ Cell Phone: (     ) ______________________

Email Address: ________________________________________________________________________________________________

oMale   oFemale    DOB: ______/______/________  State of Birth:_______________________  SS#: ________-______-_________  

Primary Care Physician: _______________________________ Preferred Pharmacy/Location: _________________________________

Marital Status:       oSingle          oMarried          oDivorced          oWidowed          oSeparated           oOther

Race: ___________________  Ethnicity:    oHispanic/Latino        oNon-Hispanic/Latino        oOther/Undetermined

Employer: ___________________________________________________________________________________________________

 Address: _______________________________________ City: ___________________________ State: _____ Zip: ________

Emergency Contact: _______________________________________________Relationship: _________________________________  

Phone: (     ) ____________________ Type of phone:    oHome   oWork   oCell

 Address: _____________________________________________ City: _____________________ State: _____ Zip: ________

Spouse’s Name: _______________________________________________________________________________________________

Spouse’s DOB: ______/______/________   Social Security Number: ________-________-_________

Spouse’s Employer: _____________________________________________________________ Phone: (     ) ____________________ 

How did you hear about us? __________________________________ Your Email address:___________________________________

How would you like us to contact you?   oLetter      oPhone Call      oEmail

•••••••••••••••••••••• RESPONSiBLE PARTY iNFORMATiON (iF DiFFERENT FROM PATiENT iNFORMATiON) •••••••••••••••••••••

Full Name: ___________________________________________________________________________________ oMale   oFemale

DOB:______/______/______ SS#_____-_____-_____  Relationship to Patient: ____________________________________________

Address: __________________________________________ City: _______________________________ State: _____ Zip: ________

Home Phone: (     ) _____________________ Work Phone: (     ) ________________________ Cell Phone: (     ) __________________

Employer: ___________________________________________________________________________________________________

•••••••••••••••••••••••••••••••••••••••••••• iNSURANCE iNFORMATiON ••••••••••••••••••••••••••••••••••••••••••••

Primary insurance: __________________________________________ Policy Holder: ______________________________________

Date of Birth: ________/_________/_______ Relationship: ____________________________________________________________

insurance iD Number: ___________________________________Group Number: __________________________________________

Secondary insurance: __________________________________________ Policy Holder: ____________________________________

Date of Birth: ________/_________/_______ Relationship: ____________________________________________________________

insurance iD Number: ___________________________________Group Number: __________________________________________

I understand that I am inancially responsible for all charges whether or not paid by my insurance. I hereby authorize the doctor to release 
medical information to my insurance company to secure payment of beneits. I also authorize the use of this signature on all insurance 
submissions and as authorization for payments to be sent to Floyd Memorial Hospital and Health Services. This signature authorizes release 
of medical records to any physicians or health care facility when referred of requested by them for continuity of care. I voluntarily consent 
to medical care including the routing of diagnostic testing, surgical procedures and additional medical treatment.

Responsible Party Signature: ____________________________________Relationship: _____________Date: __________
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