
* * * ***** * *'F,t * * PATI ENT I N FORMATION FOR M EDICAL RECQBDSI *** * **** ** *

TODAYS DATE I,-_J
Mf_ Date of Birth--/J-Aee

Home Phone

ssN

City State Zip

work-

Marital Status M-S-W-D-SeP-

Cell

Employer Address

Person to notify in case of emergency Phone

Family Dr Pharmacy Name

* * ** * * {.*** * * rl.* **{.** ***i( {.**** * * ** *** ***rl.{.* * * * **!N.{. !F:r * {.*{. * * * *tt'** ** * ***{'**** *{' tF***{'*rl' tl"l' *** ** ****** * 
',I'

Last Name-First Name

Address

sPousE, PARENT, OR GUARDIAN INFORMATION

Last Name-First Name-Phone

Address City State Zip

Employer Address

* rt( rt< {. * rl. {. :* * t( tl. * rt tl. :* :F :1. :l. rt lt !F rl. * tt tk !t tl. * :t *

1ST INSURANCE COVERAGE

lnsurance Policy Holder Relationship

Policy Holder SSN Poficy Holder Date of Birth-J I

Effective Date I I

2ND INSURANCE COVERAGE

lnsurance Policy Holder Relationship

Policy Holder SSN Poticy Holder Date of Birth / |

PLEASE SIGN AND RETURN TO

I the undersigned, have insurance

RECEPTIONIST

coverage with and assign directly to Dr. Garland Scott all surgical and/or medical

benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not

paid by insurance, I hereby, authorize the doctor to release all information necessary to secure the payment of benefits.

DATE / /_ SIGNED



!

YOUR SIGNATURE lS NECESSARY FOR US TO,'.

PROCESS ANY IIISURANCE CLAIMS AND TO EHSURE
PAYMENT OF $ERVICES RENDERED

For Non-Medicare Patients

I hereby awip to the Provider any and all benefits from any insurance plans or any other

protection maintained by the Patient and/or for tlre Patient's behalf or benefit and

authorize and direct suchbenefits to be paid directtyto the Provider for services provided

to the Patient by the Providsr. I certifr that the informatioa given by me to the Provider

in applying for paymeat under Medicare andlor Medicaid prcgrams, Insurance plans, or

othei protection is ccrrect and cornplete. I authorize release of all records required to act

onthis release and assignment

For Medicare Patients '

I request that paymeat of aulhorized Medic.are benefits be made to me or orl mybehalfto

Garland Scott, M.D. for any rervices furnished me by that provider. I authorize any

holder of my medical inforrration about me to release to the Heahh Care Financing

Adminishation and its agents any information needed to determiae benefi* or the

brefits payable for related services. I certify that the information given by me to the
provideiin applying for payment under the Medicare program is correct and conrplete' I
authorize r"l"rs; of att recotas required to act onthis release and assignment. Thrs

assignment will remain in effect until revoked by me in writing. A photocopy of this

assignment is to be considered as valid as the originat.

I AGREE TO BE FINANCIALLY RESPONSIBLE FOR ALL CTIARGES. I HAVE

READ TFIIS INFORMATION A},iD UNDERSTA}{D IT.

PatientName

Witness

Date



Patient Update

Today's Date Your Name

Birth Date

currelt Medications:

Please list any allergies and the type of reaction that you have:



PRTVACY QUESTIONNAIRE
1 . Please list the family members or other persons, if any, whom we may inform about your general medical condition
and 1'our diagnosis:

2. Please print the telephone number, if any, where you want to receive calls about your appointments, lab and x-ray
results, or ot-her health care information.
() , this number is my: HOME !7ORK OTIiER

3. Can confidential messages (i.e.: appointment 6a out pt service reminders) be left on your home phone answering

machine orvoicemail? YES NO

4. Cmconfidential messages (i.e.: appointment 8c out pt service reminders) be left with a family member that arrwers

your home telephone? .YES NO

IFso who?

5. If you do not have voicemail, can a confidential message be left at your place of employment? YES NO
If yes, list number

PAIIENT NAME

PATIENT/ GUARDIAN S I GNAT'IJRE

DAIE: WiTNESS

'T#O&4ENS ATLIANCE ef JACKS GN
PR}YACTACT

I have been given the HIPAA Privary Statement to read and take w"ith me to keep for reference.

I understand that'Womens Alliance ofJackson, P.C. has notified ne of their privacy poliry.

I understand this document will be in my patient file.

I understand I will be notified of any changes to the Privacy Statement.

PAIIENTS NAME

SIGNATURE

DATE

GARYFARHA:Tl!{D

GARLAND SCOTT MD

x valid, unless revoked in writing.


