Reset Form

@) Wellspire

inspiring better health

Date:

Name of person completing form (if not the patient) and your relationship:

Who can we thank for referring you to our practice?

Have you seen one of our physician’s before? If so, whom and when?

Phone Numbers

Last Name
Check Preferred in Column 3
First Name Home O
Middle Initial Mobile/
Cell O
Se Male O Female O
X Work O
Marital Status ~ Married O Single O Divorced O Separated O Widowedo
o Other O
@)
‘2 | Date of Brith
g Race (check one)
= Social Security # :
ug y White O
'~ | Driver’s License # Hispanic O
g) Black/African American O
£ | Email (by providing an address, you authorize us to communicate with you in this manner)
[a Asian O
American Indian/Alaska Native O
Street Address 1 Hawaii Native O
Other Pacific Islander O
Street Address 2
More than 1 race O
City, State, & Zip . O
> ’ Decline
Do you have an Advanced Directive? Preferred Language (check one)
& | Employer Name English O
%\ Spanish O
&, | Work Address Hindi O
E mdi
- Can We Call You At Work? Russian O
Other O
Last Name
>
g First Name
¥
O | Middle Initial
@
g Street Address
&
o | City, State & Zip
[
Relationship To Patient




wells

inspiring better health

Patient Name:

PRIMARY INSURANCE
(MANDATORY UNLESS SELF PAY)

|
SECONDARY INSURANCE

(IntTIAL HERE IF YOU DO NOT HAVE SECONDARY INSURANCE

Insurance Co. Name

Insurance Co. Name

Insured’s Last Name

Insured’s Last Name

Insured’s First Name

Insured’s First Name

5}
Q
g Insured’s Date of Birth Insured’s Date of Birth
5
é’ Insured’s SSI # Insured’s SSI #
—
Policy # Policy #
Group # Group #

Relation To Patient

Relation To Patient

Insured’s Employer

Insured’s Employer

WE Do NoT FILE PAST SECONDARY INSURANCE

EMERGENGY CONTACT #1

EMERGENGY CONTACT #2

+—
Q
< Name Name
iy
g
@) Phone Number Phone Number
o)
Qs:) Relationship To You Relationship To You
joT0]
3 SIGN BELOW IF YOU AUTHORIZE THIS PERSON TO RECEIVE YOUR SIGN BELOW IF YOU AUTHORIZE THIS PERSON TO RECEIVE YOUR
& PRIVATE HEALTH INFORMATION PRIVATE HEALTH INFORMATION
=
& Pharmacy Name
<
é Pharmacy Address
<
<
A~ | Pharmacy Phone Number

MEDICATION REFILL POLICY:
Rerills for medications prescribed by your doctor should be requested during your oFFice visit. Requests by phone will be
addressed at our earliest convenience. We encourage the use of our Patient Portal for these requests. Refills will not be approved
after normal business hours, weekends or holidays. Therefore, please call in your refill request in a timely manner to us directly or

for the pharmacy to contact our office.

Refills for controlled substances require an office visit. No exceptions will be made.

WE RESERVE AT LEAST 24 HOURS TO PROCESS ALL REFILL REQUESTS

INITIAL HERE TO ACKNOWLEDGE OUR MEDICATION REFILL POLICY:

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I acknowledge that the notice of Privacy Practices was available and that I have read (or had the opportunity to read) and
understand the notice.

Privacy

Signature of Patient or Authorized Representative
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