Florida

Medical
Clinic

PATIENT INFORMATION Your Life, Our Speciatty
FIRST NAME MIDDLE LAST NAME
LOCAL ADDRESS DATE OF BIRTH / SEX
cITY STATE ZIP EMAIL ADDRESS
SOCIAL SECURITY CELL PHONE ( )
ETHNICITY: __ NOT HISPANIC/LATINO ___ HISPANIC/LATINO _ REFUSED HOME PHONE ( )
RACE: ___ AMERICAN INDIAN/ALASKA NATIVE _ ASIAN __ WHITE WORK PHONE ( )
__ BLACK/AFRICAN AMERICAN ___ NATIVE HAWAIIAN/OTHER PACIFIC ISLANDER REFERRING PHYSICIAN
___OTHER __ OTHER SPECIFIED PRIMARY PHYSICIAN
PREFERRED LANGUAGE PHONE ( )
__ MARRIED ___ SINGLE ___ WIDOWED ___ DIVORCED EMPLOYER
___EMPLOYED ___ RETIRED ___ FULL TIME STUDENT ADDRESS
PERMANENT ADDRESS
ADDRESS cITY STATE 2P
EMERGENCY CONTACT
NAME HOME PHONE ( )
RELATIONSHIP WORK PHONE ( )

IS THE PATIENT THE FINANCIALLY RESPONSIBLE PARTY? [JYES [INO IF NO PLEASE COMPLETE THIS SECTION

RELATIONSHIP SEX DAYTIME PHONE ( )
FIRST NAME MIDDLE EMPLOYER
LAST NAME ADDRESS
ADDRESS CITY STATE ZIP
CITY STATE ZIP
IS THE REASON FOR YOUR VISIT THE RESULT OF AN ACCIDENT? [1YES [INO IF YES PLEASE COMPLETE THIS SECTION
NOTE: NOT ALL FMC OFFICES ACCEPT AUTO OR WORKMAN COMPENSATION PATIENTS.
PLEASE CHECK WHICH TYPE OF ACCIDENT: [0 WORKMAN COMPENSATION [0 AUTOMOBILE [ OTHER
DATE OF ACCIDENT / / Place of accident How did accident happen?
CLAIM # CLAIM REPRESENTATIVE/ADJUSTER
IF WORKMAN COMPENSATION PLEASE COMPLETE THIS SECTION
EMPLOYER NAME EMPLOYER PHONE( )
ADDRESS CITY STATE ZIP
INSURANCE INFORMATION PLEASE PROVIDE YOUR INSURANCE CARD TO THE RECEPTIONIST
INSURANCE COMPANY INSURED’S DOB
INSURANCE/CARD HOLDER’S NAME RELATIONSHIP
ID# GROUP # PHONE ( )

SECONDARY INSURANCE INFORMATION  INSURANCE COMPANY

INSURANCE/CARD HOLDER'S NAME RELATIONSHIP
ID# GROUP # PHONE ( )
SIGNATURE DATE

FORM: FMC00001.112008
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