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Updated by: _______













Date: _____________

PATIENT INFORMATION

***Please complete all information on this sheet. We are required by new laws with charting Electronic Medical Records to update fully your medical and demographic information. Any information not completed could affect your processing of insurance payment.  Thank you for your cooperation.***

ACCOUNT:# _________________  DATE: ______________________  PREF. LANGUAGE: ___________________

PATIENT LEGAL NAME:____________________________________ DOB:___________________  AGE __________

SSN # ____________________________  INSURED'S  DOB _______________________

ETHNICITY: (circle)  Latino/Hispanic   Non-Hispanic/Latino    Other            RACE: ______________________

MAILING ADDRESS: ____________________________________________________________________________ 

PHYSICAL ADDRESS: ___________________________________________________________________________ 

HOME PHONE: ______________________  CELL PHONE: ___________________ MARITAL STATUS: ________

EMPLOYER: ________________________________________  WORK PHONE: ____________________________

OCCUPATION: ____________________________  EMAIL: ______________________________________________

NAME OF SPOUSE/GUARDIAN: ___________________________________ 

DATE OF BIRTH: _____________________   SSN# OF SPOUSE/GUARDIAN: ____________________ 

EMPLOYER OF SPOUSE/GUARDIAN: __________________________   WORK PHONE: _____________________

EMERGENCY CONTACT_____________________________   PHONE NUMBERS: ___________________________

NAME OF PRIMARY CARE PHYSICIAN: _____________________________________  

HOW DID YOU HEAR ABOUT OUR PRACTICE: _______________________________________________________

Lifetime Insurance Authorization:  I hereby authorize the undersigned physician to release any information acquired in the course of my examination or treatment to the Social Security Administration, or its intermediaries, or carriers involved in processing and collection of a claim.  I understand that I am financially responsible for the charges not covered by this authorization.

_____________________________________  _______________________________

Signature of Patient




Date

IF PATIENT IS A MINOR, PLEASE COMPLETE:

I, ___________________________________, give permission to _________________________________ to examine my daughter  _________________________________________.

 ________________________________________________________________________________________________ 

Parent or Guardian Signature 




Date 

R. Bruce Councell, MD, David L. Cobb, Jr., MD, Kenneth Jackson, MD, Marianne Pestoff, MD

2 Yorkshire Street, Asheville, NC 28803         828-252-1050


