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D=ar Patient:

Thank you for your interest in Coastal Urgent Care. It is our primary goal to provide a high-guality, cost-efiective alternative to traditional
emergency room medicine and a time saving and after-hours akernative to your family doctor.

‘W ask that you be prepared to provide a driver's license and insurance identification card when you return to the check-in desk.

Patiant Last Namea First Mamna M. Name + Suffix

Sex [OM [OF Date of Birth: 55N - -
Home Phone Wark Phonea Mobile Phone

Your Praferred Mathod of Contact CJEmail O Mobile Phone [ Home Phone [ Work Phona

Streat Addreszs / PO. Box Apl.J Lot #

City Siate Zip
Marital Staws [0S [OM [OD [QOWD

Ermail O Mo Email

Place of Employrmeant Phomne:

Primary Care Physician Phona:

How did you hear about us? []Brochure [J Pharmacy [ Mail [J Friend/Family [ Sign 0 Internat [ Other
Emargency Contact Relationship Phona
RESPONSIBLE PARTY INFORMATION (Parent, if patient iz a minor)

Last Nama First Nama M. Nama + Suffix
Streat Address [ PO, Box

City State Zip
Date of Birth S84 Relationship
PRIMARY INSURANCE Mame of Ins.

Patient’s Relationzhip to Policy Holder [OSeff [OSpousa [OChild [O Other

Last Mama First Mame M. Name + Suffix

Date of Birth 55 &

Address City State Zip
Phone Mobile Email

SECONDARY INSURANCE: Name of Ins.
Patient’s Relationship to Policy Holder [ Self [ Spouse [ Child [ Other

Last Mama First Name M. Name + Suffix
Date of Birth 55 Phone £
I thiz wvisit the result of an accident? Yes Mo Did this accident oocur at work? [JYes [ Mo

| consent to treatment for myself or above minor child. | understand that the examination andor medical treatment | will receive is NOT
intended to replace complets medical care by my personal pimary care physician. | am aware that | will be responsible for co-payment or
full payment at the time of services. Any pre-certification requirement that my insurance company requires is my responsibility to make.
Furthermaorsa, | allow Coastal Urgent Care to release to my insurance company freatment and billing information, as requested, to process
myy claim. | allow Coastal Urgent Care to accept assigned payments mads by my insurance company on my behali. | understand that by
myy lack of payment or if my inswrance denies payment, | am responsible for payment in full for services rendered. | am aware that Coastal
Urgent Care does not accept Medicaid or file claims to Medicaid on my behalf. My faillure to pay may result in collection proceedings. In
addition, | authorize Coastal Urgent Care to release to my primary care physician or specialty refemral, any and all information related to
myy treatment at this clinic.

Patient Signature (if minor, signature of parent/guardian) Data
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Authorization for Use or Disclosure of Protected Health Information

[ authorize my physician and/or administrative and clinical staff of Coastal Urgent Care, to disclose general medical
information and other protected health information to the fnl]mvin.g persons and/or entities listed below. If no one is
listed below, protected E:a]th care information will not be disclosed except in those sitnations descnibed in the Motice

of Privacy Practices.
MName, relationship and a personal identification method of persons you wish to allow access — for example:

MName: Relationship: Personal Identification:
John Daoc Father Date of Birth, Address or last 4 of 55 #

Restriction Request:

This authorization to use and disclose this protected health informarion is being submirred by my request and shall be
| understand that information used or disclosed pursuant to this authorization may be disclosed by Coastal Urgent
Care and may no longer be protected by federal or stare law.

[ understand that [ have the right to revoke this authorization, in writing, at any time by scnd.in,g such written notification
to the Privacy Ofhcer. | understand that a revocation is not effective to the extent that my physician has relied on the
use or disclosure of the pm'rncrud health informaton to obtain payment from my health insurance company.

I hereby acknowledge that I have received a copy of the Notice of Privacy Practices.

Drare
Signature of Patient or Personal Representative Print Name of Patient or Personal Representative

Date of Birth of Personal Representative Last 4 of S5 #
If not signed by the patent, please indicate relationship and describe authority to act:

Mame of Patient: O parent or gu:.rdinn of minor patient
E‘uardinn or conservator of an incompetent patient

Financial Pnhcy

The providers of this office are contracted with many of the local and national managed care plans. However, there are
some plans that we do not currently have contracts with. If you belong to a plan that we are not contracted with, our
insurance/billing ofhce will be glad to hle a claim for you with the understanding that full payment is due at the time
of service. Your claim will probably be applied to an out-of-network deductible or totally rejected. We do not file daims
to or accept Medicaid.

[t is important for you to understand that the patient is ultimately responsible for the fees that are not covered by the
provider in this case. If you have any questions concerning the coverage your plan has with Coastal Urgent Care, please
call the patient relations department of your provider.

The responsible party will also be responsible for any durable medical equipment (splints, crutches, ace wraps, etc.) and
medications not covered by the insurance plan or applied towards the deductible.

Thank you.
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