PATIENT INFORMATION RECORD
Name of Patient___________________________________________________________________Birth Date_________Age____
Marital Status:      Single        Married       Widowed       Separated      Divorced            Sex:       Male      Female      Unknown
Race____________________________  Ethnicity ______________________________ Language__________________________ 
Address_____________________________________________________________ Home Phone (     ) ______________________
City_____________________________________________State_______ Zip__________-____ Cell Phone (     ) ______________
Employed By______________________________________________________ Occupation______________________________
Busniess Address________________________________________________ E-Mail ____________________________________
Business Phone (     ) ____________________ Ext.________ Driver Lic# ________________ Social Security# _______________
Parent/Spouse __________________________________________   Social Security#____________________________________ 
Birth Date _____________________ Cell Phone (     )_________________________ Driver Lic# __________________________
Employed By_________________________________________________________ Occupation___________________________
Business Address__________________________________________________ City______________ State________ Zip_______
Business Phone (     ) ___________________________ Ext.__________ E-Mail ________________________________________
Whom may we THANK for referring you to us ___________________________________ Phone# _________________________
Friend to Contact		Name________________________________________ Phone# (     )__________________________
In case of Emergency 	Address__________________________________________________________________________
Nearest Relative 		Name________________________________________ Phone# (     )__________________________
(Not Husband / Wife)	Address__________________________________________________________________________
	


RELEASE OF INFORMATION/ASSIGNMENT OF BENEFITS
I hereby authorize Dr. Kedy Y. Jao to disclose, when requested by my medical insurance carrier or it representatives, any & all information with respect to any illness(es) or injury (es), medical history, or treatment & copies of all medical records. A photostatic copy if this authorization shall be considered as effective & valid as the original. 
I hereby authorize payment directly to Dr Kedy Y. Jao of the surgical and/ or medical benefits, if any, otherwise payable to me for professional services rendered to me. I understand that I am financially responsible for all charges not covered by this authorization & I further agree in the event of non-payment, to bear the cost of reasonable legal fees should it be required.

DATE_______________________ NAME_____________________________________________________________
[bookmark: _GoBack]							Patient and/or Parent if Patient is Minor
	




