Patient Information Form
Referral Source: ____________________
Full Name:_________________________________     Date of Birth: __________       Age: _______
Address:____________________________  City:____________________  State:_________
Zip code:___________     Home phone:_________________   Mobile phone: _________________
Email address: ____________________     Sex:___________    Marital Status:_______________
Responsible party (Complete only if different from above):
Full Name:_________________________________     Date of Birth: __________       Age: _______
Address:____________________________  City:____________________  State:_________
Zip code:___________     Home phone:_________________   Mobile phone: _________________
Email address: ____________________     Sex:___________    Marital Status:_______________
Primary Insurance
Person Responsible for Account:__________________________________
Relationship to Patient:_________________  Birth date:________ Social Security #:_______________
Address:____________________________  City:____________________  State:_________
Zip code:___________     Home phone:_________________   Mobile phone: _________________
Name of Insurance:_____________________   ID #:_________________Group #_______________
Secondary Insurance
Subscriber Name:___________________ Relationship to Patient:_____________ Birth date:________
Address (If different from patient's):___________________________ City:____________________
State:__________  Zip code: ______________  Name of Insurance: __________________________
ID #:______________________ Group #:_______________
I authorize Dr. Hughes to bill my insurance company and understand that I am responsible for the stated patient's responsibility per insurance company.  I will be charged $50 if my scheduled appointment results in a “no show” or if the appointment is not canceled within 24 hours of the appointment time.  Please email or fax this form to deannahug@gmail.com or 904-374-3192.  I look forward to meeting with you.
Responsible Party Signature:__________________       Date:______________________
Updated: 12.17.14

