MAXEM HEALTH URGENT CARE
MAXEM HEALTH
URGEN_l'_r CARE

Welcome to our office. We are committed to providing the best, most comprehensive care possible. We encourage you to ask questions. Please assist us by
providing the following information. All information is confidential and is released only with your consent.

PATIENT’S PERSONAL INFORMATION PARENT/GUARDIAN INFORMATION (Only if patient is under 18)
FIRST NAME: PARENT/GUARDIAN FIRST NAME:
LAST NAME: PARENT/GUARDIAN LAST NAME:
MIDDLE NAME: PARENT/GUARDIAN ADDRESS 1:
DATE OF BIRTH: PARENT/GUARDIAN ADDRESS 2:
SOCIAL SECURITY NUMBER: GUARDIAN CITY: STATE: 2IP:
GENDER ID (PLEASE CIRLCE): GUARDIAN HOME/CELL PHONE:
MALE FEMALE FEMALE-TO-MALE (FTM/TRANSGENDER MALE/TRANS EMERGENCY CONTACT NAME:
MAN) MALE-TO-FEMALE (MTF/TRANSGENDER FEMALE/TRANS WOMAN)
GENDERQUEER ~ CHOOSE NOTTODISCLOSE ~ OTHER: EMERGENCY CONTACT RELATION TO PATIENT:
ADDRESS 1: EMERGENCY PHONE 1: PHONE 2:
ADDRESS 2: INSURANCE INFORMATION (PLEASE GIVE STAFF COPY OF CARD)
cImy: STATE: 2Ip: POLICY HOLDER'S NAME:
HOME/CELL PHONE: POLICY HOLDER’S DATE OF BIRTH:
EMAIL: INTERPRETATION REQUIRED (please circle):  YES or  NO
PREFERRED LANGUAGE: HOW DID YOU HEAR ABOUT US? (please circle)
RACE: RADIO NEWSPAPER VELLOW PAGES FAMILY/FRIEND FACEBOOK TV
| PHARMACY: | | OTHER: PLEASE LIST:

Except for services covered by my insurance coverage plan, | acknowledge full financial responsibility for any services rendered and | understand that the payment of charges
incurred in this office are due at the time of service. | also understand that the charges not covered by insurance remain my responsibility and assign insurance benefits to
this office. In the event my account is turned over to a collection agency, | agree to pay all costs of collection fees and/or attorney's fees and all court costs if any.

Signature/Initial: Date:

| authorize Maxem Health Urgent Care to contact me via voicemail, email, and text at the telephone numbers and email address provided above. | understand this could result in a
charge from my phone or device carrier to me for talk time, SMS messaging/texts or data usage for emails or voice mails. | understand that voicemail, email, and text messaging
are not secure formats of communication. There is some risk that individually identifiable health information or other confidential information contained in such voicemail, email,
and text may be misdirected, disclosed to, or intercepted by unauthorized third parties. | may revoke or withhold my consent to use any one or more of these means of
communication at any time for my health information but will maintain at least one method for Maxem Health to contact me for billing and insurance issues.

Signature/Initial: Date:

|, the undersigned, consent to the care and treatment by the attending provider, his/her associates or assistants and acknowledge that no guarantees have been made as to the
effect of such treatment.

Signature/Initial: Date:

| certify that the information included in these forms are correct to the best of my knowledge. | will not hold the doctor/provider or any members of his/her staff responsible for any
errors or omissions that | may have made in the completion of this form.

Signature/Initial: Date:

| have reviewed the Notice of Privacy Practices as provided at registration and understand that | may request a copy of the policy at any time.
Signature/Initial: Date:




