	[image: ]



Patient Intake Form6718 144th St. NW
Gig Harbor, WA 98332               (253) 857-6166                     


[Cite your source here.]

Patient Information
Last name__________________________ First__________________ _Middle____________ Gender F[ ] M[ ] Personal Pronouns_________________________SS#_____________________________________________________ Date of birth_____________________ Cell phone________________________________________________________ Primary language___________________Driver’s license/ID #____________________State_______________ Work phone_____________________________________ E-mail address___________________________________ May we leave a detailed message on your cell phone/answering machine? Yes [ ] No [ ] Street address__________________________________________________________ City_________________________ State___________________________ Zip__________________________ Mailing address (check if same as your street address) []_______________________________________________________________________________ City________________________________ State______________________________ Zip____________________________ Marital status   Single [ ]   Married [ ]   Widowed [ ]   Divorced [ ]                                            Spouse’s name_____________________    Date of birth____________________ Spouse’s phone____________ 
WAC 246-455-025 INFORMATION (required by the State) 
Ethnicity:   Hispanic/Latino [ ]  Non-Hispanic/Latino [ ]  Decline  [ ]
Race:  Asian  [ ]  Black/African American  [ ]   American  [ ]   Indian  [ ]   Alaskan Native  [ ] Hawaiian/Pacific Islander  [ ]   White/Caucasian  [ ]   Declined  [ ] 
EMPLOYMENT 
Full-time   [ ]    Part-time   [ ]    Not employed   [ ]    Full-time student [ ] Part-time student [ ] Retired   [ ]   Employer address_________________________________________City________________________            State_______________________ Zip_______________________Employer phone______________________________ 

EMERGENCY CONTACT 
Name______________________________________ Relationship_____________________________________________ Address___________________________________________ Phone_____________________________________________ If patient is a child, parent’s name_____________________________ Phone______________________________ 
INSURANCE 
Primary insurance_____________________________ Secondary insurance______________________________ Subscriber name_______________________________ Subscriber Name__________________________________ Date of birth____________________________________ Date of Birth_______________________________________ SS#______________________________________________ SS#__________________________________________________ ID#__________________ Group#___________________ ID#_______________________ Group#_________________ Relationship to patient_________________________Relationship to patient____________________________ 
I authorize treatment of the person named above and accept financial responsibility for all treatment provided. I authorize Purdy Medical Clinic to provide my insurance companies with all information necessary to process insurance claims and assign payments to Purdy Medical Clinic all of the insurance benefits due to me to the full extent of my financial obligation. A photocopy of this authorization shall be considered as valid as the original.
I have read and understood all of the above.
Signature______________________________________________________   Date_________________________________
HIPPA: ACKNOWLEDGEMENT OF RECIEPT/OFFER OR NOIICE OF PRIVACY PRACTICES.  Federal law requires us to provide you with a Notice of Privacy Practices, which is our explanation of how we use and disclose your health information, and to ask you to acknowledge that you have received the Notice.  You have the right to review our notice before signing this acknowledgement, and f you have questions, to ask for an explanation of any part of the Notice, or any other aspect of our use and disclosure of your health information.  The terms of our Notice may change as the law and our practices change.  If we change our Notice, we will have revised copies available to you when you visit us and also send you a revised copy upon your request.  We appreciate you signing this form, which acknowledges that you have received, or have been offered and refused, a copy of the Notice. 

Signed_________________________________________________________________________Dated__________________

ASSIGNMENT AND RELEASE:  I hereby authorize my insurance benefits to be paid directly to Purdy Medical Clinic, and I am personally responsible for any balance due.  I authorize Purdy Medical Clinic and it’s Medical Providers to release any information needed to process my insurance claims.  I understand that a periodic monthly finance charge of 1% monthly (or $10.00 minimum monthly charge) may be applied to unpaid balances over 30 days past due. 

Signed_____________________________________________________________________________Dated_____________

MEDICARE LIFETIME AUTHORIZATION:  I request that payment of authorized Medicare benefits be made to Purdy Medical Clinic for any services furnished by any of the Medical Providers assigned to the clinic.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services. 

Signed______________________________________________________________________________Dated____________
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