KIM MEDICAL GROUP
Chart #__________
A. PATIENT INFORMATION

SOCIAL SECURITY # ______________________________________

FIRST NAME __________________________MIDDLE____________

LAST NAME______________________________________________

SEX__________
        DATE OF BIRTH _______/_______/_______
MARITAL STATUS

□ MARRIED
□  SINGLE



□ DIVORCED
□  WIDOWED



□ SEPARATED
□  MINOR
# OF CHILDREN: □ None   □ 1   □ 2    □ 3    □ Other_________
RACE ________________________

PREFERRED LANGUAGE __________________________________
HOW DID YOU HEAR OF US? _______________________________
HOME ADDRESS__________________________________________

CITY______________________ STATE______ ZIP ______________

EMAIL___________________________________________________

HOME PHONE (_______) ___________________________________

CELL PHONE (_______) ____________________________________

EMPLOYER NAME ________________________________________ WORK PHONE (_______) __________________________________

WORK ADDRESS_________________________________________

CITY______________________ STATE______ ZIP ______________
I GIVE PERMISSION TO LEAVE MESSAGES REGARDING MY HEALTH INFORMATION AT:    □ HOME  □ CELL  □ BOTH
B. INSURANCE INFORMATION
Do you have insurance?
□ Yes      ** PLEASE PROVIDE YOUR INSURANCE CARD TO THE RECEPTIONIST **       


                         □  No
C. EMERGENCY CONTACT
FIRST NAME __________________________MIDDLE____________
LAST NAME______________________________________________

SEX ________       RELATIONSHIP TO PATIENT ________________
HOME PHONE (_______) ___________________________________

CELL PHONE (_______) ________________________________

Do you have an Advance Healthcare Directive?________ 
Would you like information?_______________________

D. ASSIGNMENT AND RELEASE

[image: image1]
I certify that I, and/or my dependent(s), have insurance coverage with _______________________________________ and assign directly

                                                                                                                                  Name of Insurance Company(ies)                    

to Kim Medical Group all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions.
The above-named physician may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. This consent will end when my current treatment plan is completed or one year form the date signed below.
_   _____                    ___________________________           ___       ______                   ______________    ________    
Signature of Patient, Parent, Guardian or Personal Representative        Please print name of Patient, Parent, Guardian or Personal Representative  

                                                                                                                                          ________                                                             _        
                                                                                                                                              Date                                             Relationship to Patient
