
Patient Information Update
Date____________________________ Patient___________________________________________________ Birthdate________________________
Have there been changes in your address, telephone numbers, insurance or employment since your last visit?  □ Yes   □ No

Please specify_____________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Medical History
Physician’s Name__________________________________________________________________________ Date of last visit__________________

Phone (_____)____________________ Pharmacy_________________________________________________ Phone (_____)___________________

CERTIFICATION AND ASSIGNMENT
To the best of my knowledge, the above information is complete and correct. I understand that it is my responsibility to inform my doctor if I, or my minor child, ever have a change in health.

I certify that I, and/or my dependent(s), have insurance coverage with _________________________________________________________________________ and assign directly to
								        Name of Insurance Company(ies)

Dr._ _________________________________ all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges 
whether or not paid by insurance. I authorize the use of my signature on all insurance submissions.
The above-named doctor may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for the purpose of obtaining 
payment for services and determining insurance benefits payable for related services. This consent will end when my current treatment plan is completed or one year from the date signed 
below.

____________________________________________________________________      ___________________________________________________
		  Signature of Patient, Parent, Guardian or Personal Representative			   	  	           Date

____________________________________________________________________      ___________________________________________________
		  Please print name of Patient, Parent, Guardian or Personal Representative 			  	  	   Relationship to Patient


