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               New Patient Information:
	

	Patient Name: ______________________________________Date: ________________

	Date of Birth: ___________________                      Phone #: _____________________

	Email: ___________________________________

	Primary Insurance: _____________________________Policy Number: ___________________
Secondary Insurance: ___________________________Policy Number: ____________________
	Medical History
	Medications

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________

	____________________________________
	____________________________________





Referred By: _______________________________
Current Physician: ___________________________________
OFFICE USE ONLY:
DATE OF APPOINTMENT: __________________
TIME OF APPOINTMENT: __________________
	To:
	________________________________________________________________

	Address:
	________________________________________________________________

	City/State/Zip:
	________________________________________________________________

	Phone and Fax:
	________________________________________________________________


Request of Medical Records


I hereby request that my medical records be released to / from   (Circle One) 
	Cape Center Medicine, PLLC
	Sandip Patel, MD 
	Catherine Lucas, PA-C
	3653 Cape Center Drive,
Fayetteville, NC 28304
	Tel: (910)-426-3332      Fax: (910)-426-3340

Specific Information to be released: ( Please Check Box )
· ALL MEDICAL RECORDS 
· MEDICATION LIST 
· OFFICE VISITS FROM ________ TO __________  
· TEST RESULTS FROM _____________ TO ____________
· OTHER: ________________________________________

I understand that the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV), or Hepatitis. It may also include information about behavioral or mental health services, and/or treatments for alcohol and drug abuse. A copy of this authorization is valid as an original. 
I understand I have the right to revoke this authorization at any time. I understand if I revoke this authorization I must do so in writing and present my written revocation to the health information management department. I understand the revocation will not apply to my information that has already been released in response to this authorization. I understand the revocation will not apply to my insurance company when the law provides my insurer with the rights to contest a claim under my policy. This authorization will expire in six months. I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need not sign the form in order to assure treatment. I understand I may inspect or copy the information to be used or disclosed. I understand any disclosure of information carries with it the potential for an authorized re-disclosure and the information may not be protected by federal confidentiality rules. 

Patient Name: _________________________________________ Date:________________
Patient Address: __________________________________________________________________________
Social Security Number: _______-_____-________    DOB: ___________________________
Patient/Guardian Signature: ____________________________________________
Witness: _________________________________________________

Demographic Information

Name:___________________________________ Date of Birth: _____________________________
Address: _______________________________ City: _____________________ State:___________ Zip:___________
SSN:_______-____-________ Email: ____________________________________________
Home Phone: _______________ Mobile Phone: ______________ Work Phone: _____________
Race: _______________     Sex:                                                        
· Male 
· Female   
Marital Status: ( Please Check Box ) 
	· Single 
	· Married 
	· Widowed 
	· Separated 
	· Divorced 


Race: _______________
Spouses Name: _______________________________ Phone #: __________________________
In case of emergency, person to be notified: _______________________ Phone #: __________ 
Relationship to the patient: _________________________

Pharmacy: ____________________________ Phone #: __________________________
Address: ____________________________________________________________
City: ___________________ State: _________ 
Zip Code: _____________












Receipt of notice: Privacy Practices Written Acknowledgement Form


I, __________________________, have received a copy of Cape Center Medicine, PLLC’s Notice of Privacy Practice. 

Patient’s signature: _______________________________________


Phone Message Agreement
In the event I am unable to answer a call, I am authorizing for the staff of Cape Center Medicine, PLLC, to leave the following messages on my voicemail, answering machine or with a family member with the following reasons below: 

· Appointment reminders 
· Prescription/samples notifications
· Patient Portal 

In addition, I authorize for Cape Center Medicine, PLLC, in obtaining a copy of my current list of my medication from pharmacies and/or other facilities. 

Patient’s names (please print): ___________________________________________
Patient’s signature: _______________________________________
Date: _____________________________







Medical Information Release Form
(HIPPA Release Form)

Name: _______________________________ Date of Birth: ____/____/_______
Release of Information 
· I authorize the release of information including the diagnosis, records; examination rendered to me and claims information. This information may be released to
· Spouse: _______________________________________
· Children: ______________________________________
· Other: ________________________________________
· Information is not to be release to anyone.

This release of information will remain in effect until terminated in writing.
Messages:
	Please call:
	· My home: _________________ 
	· My work: ____________________
	· My cell Number:
__________________


If unable to reach me: 
· You may leave a detailed message
· Please leave a message asking me to return your call
The best time to reach me is _________________(day) between ________________(time)

Signed: ___________________________________ Date_____/______/_______
Witness: __________________________________ Date _____/_____/________




	3653 Cape Center Drive,
Fayetteville, NC 28304
Tel: (910)-426-3332
Fax: (910)-426-3340
Sandip Patel, MD.
Catherine Lucas, PA-C
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