Physicians Immediate Care
How were you referred to our office? _________________________________________
Who is your Primary Physician? _____________________________________________
Type of Payment for Today’s Visit? __________________________________________
Patient Information: PLEASE PRINT CLEARLY; Need Accurate Information
Last Name__________________, First Name__________________ Sex M_____ F____

Address ________________________________________________________________

City _________________________________________ State _______ Zip __________

Telephone numbers: Home_____________________ Cell________________________ 
E-Mail address: __________________________________________________________
Date of birth ___/______/_____ Social Security Number _________________________
 (For Minor Children only) Parent/Guardian Name______________________________________
Date of Birth ___________ Social Security Number _____________________________
Employer Information: Company name _______________________________________

Address ________________________________________________________________

Telephone number ______________________ Supervisor ________________________
	Primary Insurance __________________Name of Insured_________________________                                                        Social Security Number _______________________ Date of Birth ____/_____/_______ 


We Accept: Aetna; Beech Street; Blue Cross Blue Shield PPO Only; CCN Network; Cigna; First      Health Network; Medicare (No HMO plans); United Healthcare(No Medicare/Medicaid); Vista and Web TPA (No Martin Memorial Employees). All others must pay at time of service and submit your receipt for insurance reimbursement.
Why are you here: _____________________________________________________________________

Patient’s Medical History
Surgeries in the Past
Current Medication/Dosage Listed Below
[] HEART PROBLEMS  
[] _______________________     1
[] ASTHMA

                                            2

[] CANCER                

[] _______________________
 3

[] DIABETES




 4

[] Hypertension

[] _______________________
 5

[] SEIZURES




 6
[] BREATHING Problems
[] _______________________    7

[] THYROID 




 8
[] STROKE




 9

[] ______________________

Allergies (Food & Drug): ______________________________________________________________
I, the undersigned, hereby consent to and authorize the administration and performance of all treatments, the administration of any needed anesthetics; the performance of such procedures as may be deemed necessary or advisable in the treatment of this patient, the use of prescribed medication; the performance of diagnostic procedures; the taking and utilization of cultures and performance of other medically accepted laboratory testing, all of which the judgment of the attending physician or their assigned designees may be considered medically necessary or advisable.

I fully understand that this is given in advance of any specific diagnosis or treatment. I intend this consent to be continuing in nature even after a specific diagnosis has been made and treatment recommended. The consent will remain in full force until revoked in writing.

I hereby authorize Physicians Immediate Care, Inc to release medical information to any of my physicians or insurance company that may be pertinent to my case. I hereby authorize payment directly to Physicians Immediate Care of benefits otherwise payable to me
I have read and understand the HIPAA privacy statement published by Physicians Immediate Care, Inc. 
WE ARE AVAILABLE FOR EPIDSODIC, URGENT CARE, AND FOR MOST INSURANCE PLANS FAMILY PRACTICE. WE WILL BE HAPPY TO BE YOUR PRIMARY PHYSICIAN IF YOU DESIRE OR REFER YOU TO ONE IF WE DO NOT TAKE YOUR INSURANCE FOR PRIMARY CARE.
Patient/Guarantor Signature ____________________________________________Date_____________







 






