Georgia Urgent Care





Patient Information for Medical Records
	PATIENT INFORMATION

	Name________________________________________  Address____________________________________________________________________
City________________________________     State________________      Zip______________              Date of Birth_________________________
Home Phone_____________________________    Mobile Phone ____________________________________
Sex:   FORMCHECKBOX 
 M   FORMCHECKBOX 
 F        Social Security #________________________        Driver’s License #__________________________  

 Marital status:  FORMCHECKBOX 
Married  FORMCHECKBOX 
Single  FORMCHECKBOX 
Divorced  FORMCHECKBOX 
Minor  FORMCHECKBOX 
Widow   FORMCHECKBOX 
N/A    
Emergency Contact Name:___________________________Relationship to patient__________________Emergency Contact #____________________
Primary Care Physician:_________________________________________________  Phone:_________________________________________

EMPLOYMENT INFORMATION: (if applicable)

Employer______________________________________ Work Phone__________________________ extension_________   
Work Address_______________________________________________  Occupation____________________________________

City_____________________________   State_______________   Zip___________________

HOW DO YOU INTEND TO PAY?   FORMCHECKBOX 
 Cash  FORMCHECKBOX 
 Check  FORMCHECKBOX 
 Credit Card 

DO YOU HAVE INSURANCE THAT YOU WANT US TO FILE?   FORMCHECKBOX 
 INSURANCE  FORMCHECKBOX 
 MEDICARE  FORMCHECKBOX 
 OTHER_____________________



	IF YOUR INJURY IS JOB RELATED: Name of person to authorize treatment___________________________________________________

Company’s insurance carrier_____________________________________  Insurance Carrier #____________________________________

Authorized by______________________________



	GUARANTOR INFORMATION (if 18 &under or someone other than the patient is rendering payment please complete)

	Name of responsible party_______________________________________________________________________________________________
Date of Birth__________________________  Relationship to patient______________________________SSN___________________________

If different from above:

Address___________________________________________________________ Phone # ____________________________

City______________________________________________________  State__________________   Zip________________________________

Employed by_________________________________________ Work phone___________________________________________

Address___________________________________________  City_________________________ State____________________ Zip__________

	WE REQUIRE ALL PATIENTS TO SHOW THEIR INSURANCE OR MANAGED CARE MEMBERSHIP CARD, AND THEIR DRIVER’S LICENSE, SO THAT WE MAY MAKE COPIES FOR OUR PERMANENT RECORD.

WE CANNOT RENDER SERVICES ON THE ASSUMPTION THAT OUR CHARGES WILL BE PAID BY AN INSURANCE  COMPANY.  ALL SERVICES ARE CHARGED DIRECTLY TO THE PATIENT, AND HE OR SHE REMAINS PERSONALLY RESPONSIBLE FOR PAYMENT.  AS A COURTESY, HOWEVER, WE WILL PREPARE ANY NECESSARY REPORTS AND ITEMIZATION TO ASSIST IN MAKING COLLECTIONS FROM INSURANCE COMPANIES AND WILL CREDIT ANY SUCH COLLECTIONS TO THE PATIENT’S ACCOUNT.

+++++++++++++++PAYMENT AND RELEASE OF INFORMATION AUTHORIZATION+++++++++++++++

I, ______________________________  HEREBY AUTHORIZE  GEORGIA URGENT CARE, LLC TO FURNISH INFORMATION CONCERNING MY PRESENT ILLNESS.  I DIRECT THE INSURER TO PAY WITHOUT EQUIVOCATION, DIRECTLY TO THE PHYSICIAN, ALL BENEFITS DUE HIM AS A RESULT OF THIS CLAIM.  ALTHOUGH COVERED BY INSURANCE, I AM AWARE THAT I AM PERSONALLY RESPONSIBLE FOR ALL CHARGES.  I AGREE TO PAY ANY COLLECTION AND/OR ATTORNEY FEES ASSOCIATED WITH MY FAILURE TO PAY MY DEBT.  A PHOTOSTATIC COPY OF THIS AUTHORIZATION WILL BE AS VALID AS THE ORIGINAL.

I HEREBY AUTHORIZE  GEORGIA URGENT CARE, LLC TO RELEASE THE MEDICAL INFORMATION CONTAINED IN MY CHART TO MY INSURANCE CARRIER FOR THE PURPOSE OF CONDUCTING CHART REVIEWS, AS NECESSARY.

A 1.5% LATE FEE IS DUE AND PAYABLE ON ALL PATIENT DUE BALANCES GREATER THAN 30 DAYS PAST DUE.

______________________________________________________________

--------------------------------------------------------

SIGNATURE OF PATIENT (GUARDIAN)




 DATE: 


	MEDICAL HISTORY

	Patient name_____________________________________________   Age___________ 
Date of Birth________________________                                  Sex    FORMCHECKBOX 
 M   FORMCHECKBOX 
 F



	Allergies to Medications, X-Ray Dyes, or other Substances?    FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N (if yes, please list name of medicine and type of reaction):

          _______________________________________  __________________________________________
          _______________________________________  __________________________________________

          _______________________________________  __________________________________________



	Past Medical History:
 FORMCHECKBOX 
High blood pressure     FORMCHECKBOX 
Diabetes     FORMCHECKBOX 
Cancer     FORMCHECKBOX 
Heart disease    FORMCHECKBOX 
Stroke    FORMCHECKBOX 
Asthma

Review of Systems/ Chief complaint:
 FORMCHECKBOX 
Chest pain/tightness   FORMCHECKBOX 
Shortness of breath    FORMCHECKBOX 
Palpitations/irregular heartbeat    FORMCHECKBOX 
Lightheadedness   
 FORMCHECKBOX 
 Persistent cough        FORMCHECKBOX 
Abdominal discomfort    FORMCHECKBOX 
Nausea    FORMCHECKBOX 
Vomiting    FORMCHECKBOX 
 Constipation    FORMCHECKBOX 
 Diarrhea         FORMCHECKBOX 
Blood in stool             FORMCHECKBOX 
Unexplained weightloss/gain   FORMCHECKBOX 
Headache      FORMCHECKBOX 
Difficulty urinating    FORMCHECKBOX 
STD     

Other:_______________________________________________________________________________________
____________________________________________________________________________________________


	Hospitalizations (making sure to include any operations):

_____________________________   ________________________________   ____________________________

_____________________________   ________________________________   ____________________________

_____________________________   ________________________________   ____________________________



	Family History:

Has any member of your family had any of the following?
 FORMCHECKBOX 
Cancer   FORMCHECKBOX 
Hypertension  FORMCHECKBOX 
Heart disease  FORMCHECKBOX 
 Diabetes   FORMCHECKBOX 
Stroke   FORMCHECKBOX 
Mental illness (anxiety, depression, etc.)   FORMCHECKBOX 
Bleeding disorders 
Other:_____________________________________________________________________________________

________________________________________________________________________________________________________________________


	Medications (Prescription, Over-the Counter, Vitamins, Herbs, etc.)
Drug name/ Dose                                                                Drug name/ Dose

__________________________________________   ________________________________________________
__________________________________________   ________________________________________________

__________________________________________   ________________________________________________




Signature of patient (parent or guardian)____________________________________________________  DATE_______________        Patient name___________________________________________________

