PRIMARYONE HEALTH
Patient Profile Form

Patient Information				                Patient ID#    
Name: _________________________________		 	Date of Birth: ________________________
Address: _______________________________			Social Security #:_____________________     
City, State, Zip: _________________________			Sex: 	           Male        Female
Home Phone: ___________________________		                Marital Status:   Married ⁭Single 
Cell Phone: ____________________________			                           Divorced ⁭Widowed ⁭ Separated     
Email Address: _________________________   	                                  Employed ⁭ Full time ⁭ Part Time ⁭ Not Employed  
			                Student 	 ⁭ Full Time ⁭ Part Time ⁭ Not a Student

Contact Information
Guarantor Name (for minor patients) ________________________	Emergency Contact: ____________________________                                          Guarantor Date of Birth: __________________________________    Emergency Contact Phone_______________________
Guarantor Relation to Patient: ______________________________   Emergency Contact Relation to Patient: _____________     

Parent or legal Guardian (for minor patients)

Mother or legal Guardian:  ___________________________ Relation:  ______________________Will Parent accompany child to any appointment?  Y    N

Father or legal Guardian:  ___________________________ Relation:   _____________________ Will Parent accompany child to any appointment?   Y   N
	
Medical Insurance Information
Primary Insurance Company: ________________________                 Secondary Insurance Company: _____________________
Policy Holder’s Name: ______________________________           	 Policy Holder’s Name: ___________________________                   	                                   Policy Holder’s Social Security # ______________________	 Policy Holder’s Social Security: ____________________
Policy Holder’s Date of Birth   ________________________	 Policy Holder’s Date of Birth: ______________________
Relationship to Patient: ______________________________              Relationship to Patient: ____________________________ 

I agree to provide proof of household income within 30 days of my visit in order to receive the sliding fee scale, discount prescriptions, and available medication programs; I was informed failing to comply with above request will result in me being responsible for 100% of the cost of all services including prescriptions. 

 X_______________________________________________



Do you have a Power of Attorney (POA)? YES     NO	Name of POA: __________________________________________
(If yes, please provide documentation.)                                 Home Phone #: _____________________ Cell # __________________

Release of Information: I authorize this facility to disclose copies of all or any part of my medical records obtained in the course of my diagnosis and treatment to any insurance carrier, workers compensation, welfare agency, pharmaceutical manufacturer, or any other entity which may be providing financial assistance for my hospital, medical and/or nursing care. I understand that this disclosure may include information concerning Human Immunodeficiency Virus (HIV) testing; Acquired Immune Deficiency Syndrome (AIDS) or AIDS related condition(s), psychiatric condition(s), and/or alcoholism or drug abuse. I also authorize the release medical information for utilization and quality assurance review to my insurer or their subcontractors and as required by any city, state, or federal laws.

Assignment of Benefits: I authorize payment of any insurance benefits directly to PrimaryOne Health. I understand that I am financially responsible for any charges not covered by this authorization, and all bills not paid in a timely manner by my insurance carrier. 

The information recorded is true and accurate and changes in insurance status or income will be reported to PrimaryOne Health.
 
Patient/Guardian Signature_______________________________________Date:_________________    
       

[bookmark: _GoBack]Reviewed by Center Staff _______________________________________Date:__________________
