Group: MJFM MICHAEL J FREEMAN, MD, P.A.
New Patient Information Form

Please fill in the following information as completely as possible.

Name Today's Date

Address

Zip City State

Telephone ( ) Marital Status

Social Security # Employer

Date of Birth Telephone( ) Ext. Advanced Directive:Yes _ No
Race Ethnicity Language Decline to Answer ____

Last Name First Name Ml
Maiden Name Social Security # Last Visit
Address

Zip City State __ Email

Telephone( ) Referring Physician

Date of Birth Age Employer

Marital Status Sex _ WorkPh ( ) Ext. cell Ph ( )
Emergency Contact Relation Telephone (

Race Ethnicity Language Decline to Answer ____
Student: Yes __ No ____ Full-time Part-time ____ Name of School

Is today's visit the result of auto accident? Yes  No _ Work Injury? _ Date

Other Coverage

Spouse Name Employer Telephone( )

Ins Co Name Policy #
Address 1 Group #
Address 2/City St Zip

Patient Relation to Insured: Self _ Spouse Child Other

Policy Holder Name/Address 1
Address 2/City St Zip
Telephone ( ) Date of Birth Sex

Employer

Ins Co Name Policy #
Address 1 Group #
Address 2/City St Zip

Patient Relation to Insured: Self __ Spouse Child Other

Policy Holder Name/Address 1
Address 2/City St Zip
Telephone ( ) Date of Birth Sex

Employer

| authorize the release of all medical records to referring physicians and to my insurance company. | further authorize

insurance payments to be made directly to MICHAEL J FREEMAN, MD, P.A.. | understand payment is due at time
of service.

Signature of Responsible Party Date

Report 6790_form



Pharm

acy: Phone: Location:

My signature below also authorizes Dr. Michael J. Freeman, M.D., staff and affiliates to view my
external prescription history via OnCall Electronic Prescription. | understand that prescription
history from multiple other unaffiliated medical providers, insurance companies, and pharmacy
benefit managers may be viewable by my providers and staff here, and it may include
prescriptions back in time for several years.

Signature: Date:

**|f the patient is a minor, it is the policy of this office that the adult presenting the child for
treatment is responsible for payment of the patient portion at the time of service (e.g., deductibles,
copayments, and non-covered services) and that an adult must be present with child at time of first
treatment and any surgical treatments.

Do you give our office permission to discuss medical/billing/appointments with family members or

friends?
Yes O No O If yes, please provide their names and relationship below:
Name: Relationship:
Name: Relationship:
PATIENT'S SIGNATURE FOR DATE PATIENT'S SIGNATURE FOR DATE

MEDICARE MEDICARE
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