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Family First Primary Care

“Guiding Your Family to a Healthier Future”

New Patient Demographic - Welcome to the Practice!


	Section A: New Patient Information

	First Name: _____________________ Last Name: _____________________ Middle Initial: ____
Previous Name (if applicable):______________________  

Street Address: __________________________________  Date of Birth:____/_____/_______

City/State/Zip:___________________________________  Telephone: (____)______-__________
Social Security Number:______-______-_____________   Cell Phone: (____)______-__________
Email Address: ____________________________@___________________________
Preferred Language: ______________    Religion: ___________________

Do You have a Living Will or Medical Advanced Directive    □Yes    □No

Ethnicity: □Hispanic   □Non-Hispanic   □Unknown

Race: □American Indian or Alaska Native        □Asian    □Native Hawaiian or Pacific Islander                                                                   □Black or African American     □White         □Hispanic       □ Other             □Refuse to Report

	Section B: Emergency Contact Information

	Name of Emergency Contact:________________________________________________
Relationship to Patient: _____________________________________________  

Street Address: ___________________________________________________________
City/State/Zip:____________________________________________________________  
Telephone: (_____)______-_________

	Section C: Employment Information

	Employment Status:  □ Full-Time   □Part-Time   □Retired   □Unemployed
Name of Employer:________________________________________________________

Address:________________________________________________________________

City/State/Zip:____________________________________________________________  
Telephone: (_____)______-_________

	Section D: Insurance Information (leave blank if self-pay)

	Name of Insurance Carrier:______________________ Effective Date: ____/____/____
Sponsor’s Name:______________________________ Sponsor’s SSN: _____________
Address:________________________________________________________________

City/State/Zip:____________________________________________________________
Telephone: (_____)______-_________
Member Number:_________________________            Group Number: _____________


	Section A: New Patient Information

	Section E: Pharmacy

	Name of Pharmacy:________________________________________________________

Address: ________________________________________________________________

City/State/Zip:____________________________________________________________  Telephone: (_____)______-______________

Member Number:________________________________________________________

	

	Section F: Authorization for Treatment

	I authorize Family First Primary Care P.A., to perform procedures and treatment including administration of medicine and local anesthetics along with other medical procedures that may be necessary. I hereby give my consent to all providers of Family First Primary Care P.A., to provide treatment.

	Section G: Signature

	By signing this form, I certify that the information provided is true and correct.

 ______________________________________                             Date:____/____/____

                          Signature                                                                         (mm/dd/yyyy)                                                                                                           


1075 Oakleaf Plantation Parkway 
•Suite 108 •Orange Park •FL •32065
Phone: 904-282-4565
Fax: 904-282-4225
familyfirstprimarycare.com

Privileged and Confidential:  The information contained in these documents are regulated by the Health Insurance Portability and Accountability Act.

