Lighthouse Family Medicine
Patient Information
Patient Name: __________________________________ Date of Birth: __________________
Address: ______________________________________________________________________
City/State/Zip: ________________________________________________________________
Home Phone: _________________________Cell Phone: ______________________________
      Email: _______________________________ Social Security #: _________________________
Gender: ___________ Marital Status:     Single      Married      Divorced       Widowed
Work Name: _________________________________________________________________
Work Address: _______________________________________________________________
City/State/Zip: _______________________________________________________________

Work Phone: _____________________________
Do you consider yourself Hispanic/Latino?     Yes      No
Which category best describes your race?     American Indian or Alaska Native     Asian  

    Black or African American      Native Hawaiian or Other Pacific Islander      White  

    Decline to answer

Please list any other contacts we can speak to in case of emergency or regarding your health:
Emergency Contact: _____________________ Relationship: ______________Phone:_______________
Authorized Contact: _____________________Relationship:_______________Phone:_______________
Authorized Contact: _____________________Relationship:_______________Phone:_______________
          Guarantor Information. (Primary Insurance Subscriber) - If different from Above

Policy Holders Name: _____________________________ Date of Birth: ________________________

Relation to Patient: _______________________________ Social Security: _______________________

Address: _____________________________City/State/Zip: __________________________________
Work Name __________________________________________________________________________
Address: _________________________City/State/Zip: ______________________________________

Home Phone: _____________________________ Work Phone: _______________________________

Insurance Information:

Co-pay: $______ Circle One: HMO/PPO/POS/EPO/OTHER 
Insurance Company Name: ___________________________________ Ins. Phone: _____________________

Claims/Billing Address: ______________________________________________________________________
City/State/Zip: _____________________________________________________________________________
Group #: ______________________________________ Policy #: ____________________________________

Secondary Insurance Name: __________________________________________________________________
Address: ___________________________________________________________________________________

City/State/Zip: _____________________________________________________________________________

Group #: ______________________________________ Policy #: ____________________________________
Consent for Treatment and Release of Information

I consent to treatment for the care of the patient on this form.  Authorization is granted to this clinic to release information as may be needed to process insurance payments.  I authorize payment of medical benefits for services rendered to be paid directly to this clinic.

All co-pays and deductibles are due at time services rendered.  If you do not have insurance or on a plan that this clinic does not participate in, payment in full is due at time services are rendered.  If your visit is related to an injury arising from a workplace or automobile accident, payment in full is due on the day services are rendered.  This clinic does not file workman’s compensation claims.  If insurance payment is denied, you will be billed for services rendered.  Thank you for your time.
Signature: _______________________________________   Date: __________________________________

