[bookmark: _GoBack]Doctor John H Hunts MD PhD
PATIENT INFORMATION (Please Print)						Date:_______________________
Name:  _____________________________________	Date of Birth:	____________      Age:  ________
Address:  ___________________________________	Social Security#:__________________________
City, State, Zip:  ______________________________	Email Address:  ___________________________
Phone:  Home (______)________________	    Cell(______)____________    Work (______)______________
Marital Status:  Single____  Married____   Widowed____ Divorced____    Preferred Language:___________
M/F________		      Ethnicity:  Hispanic or Latino____        Non-Hispanic or Latino____          Other____
Race:      American Indian or Alaska Native____                  Asian____                 Black or African American____    
    Native Hawaiian or Other Pacific Islander____      White or Caucasian____      Other or Undetermined____
REFERRED BY:  Friend/Relative_____________________	Doctor__________________________________
Yellow Pages ____   Television____  Internet____  Other__________________________________________

PATIENT EMPLOYMENT INFORMATION				EMERGENCY CONTACTS
[  ]Employed  [  ]Retired  [  ]Unemployed  [  ]Other			Name:______________________________
Employer’s Name:___________________________		Address:____________________________
Employer’s Phone:___________________________		Relationship:________________________
Occupation:________________________________			Phone:_____________________________

RESPONSIBLE PARTY(If patient is under 18 years of age)		Employer:_________________________________
Name:___________________________________		Home Phone:______________________________
Address:_________________________________		Work Phone:_______________________________
	 __________________________________		SSN:______________________________________
City, State, Zip:____________________________		Date of Birth:______________________________

FINANCIAL ASSIGNMENT AND AGREEMENT:
1. Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment.  Some companies pay fixed allowances for certain procedures, and others pay a percentage of the charge.  It is your responsibility to pay any deductible amount, co-insurance, or any other balance not paid for by your insurance.
2. I request that payment of authorized Medicare and/or insurance benefits be made on my behalf for any services furnished me.  I authorize any holder of medical information about me to release to the Health Care Financing Administration, its agents, or any insurance carrier I may have, any information needed to determine their benefits or the benefits payable for related services.
3. This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I understand that I am financially responsible for all charges whether or not paid by said insurance.  I hereby authorize said assignee to release all information necessary to secure the payment.
SIGNED (Patient or parent if minor)_________________________________________  Date___________

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES:
· I have received a copy of this office’s Notice of Privacy Practices.

SIGNED (Patient or parent if minor)________________________________________   Date____________
