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Patient Information 

[image: ]Patient Name: ________________________________________________________________________       Gender: ________
DOB: _______________________________ 		Mobile Phone:  _______________________________                 
SSN: ________________________________  	Home Phone:    _______________________________ 		
Permission to Text to Confirm Appointments  Y 	N	
Address: __________________________________________________City, State, Zip_______________________________________ 
Email Address: _______________________________________________________________________ Marital Status: ____________ 
Pharmacy Name/Phone/Cross Streets: ____________________________________________________________________________

Personal and Health Release
Authorized to speak with: ________________________________ Relation: ____________________ Phone: ____________________ 
Authorized to speak with: ________________________________ Relation: ____________________ Phone: ____________________

Insurance Information
Insured Name: __________________________________ Relation to patient: _____________________ DOB: ___________________
Insurance Name: ___________________________ Policy ID: _______________________ Group Number: _____________________
Claims Address (found on back of card): ___________________________________________________________________________
Insurance Phone Number: ____________________________________ Effective Date: _____________________________________
Secondary Insurance: Yes____  or  No ____
Emergency Contact
Emergency Contact: _________________________________ Relation: ____________________ Phone: _______________________
Medical Authorizations and Release of Information
I hereby authorize Shawn M. Sullivan D.O. PC to furnish the insured's insurance company all information which said insurance company may request concerning my present illness or injury. I understand that I am financially responsible for all charges. I hereby authorize Shawn M. Sullivan D.O. PC to provide medical services including surgery, if necessary, either regular or emergency, as may be determined to be in the best interest of the patient listed above. This authorization shall continue and be in full force and effect until revoked in writing by me. I acknowledge receipt of Privacy Notice. I acknowledge that I have received a copy of the practice's Notice of Privacy Practices.

Signature: _____________________________________________________                            Date: _____________________________
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