Urgent Care Center of Bloomfield PLLC DATE NEW QO UPDATE QO
PRIMARY CARE PROVIDER PHARMACY NAME
REFERRED BY PHARMACY PHONE
PATIENT INFORMATION
LAST FIRST ML BIRTHDATE | Marital Status
Gender Identity |3 M [ F [Q Non-Binary |Q Other | Q TransGen F | QO Transgen M | O Choose not to disclose
Sex at Birth Q M ([Q F [Q Intersex |Q Uncertain [Q Unknown |O Choose not to disclose
ADDRESS CITY STATE Z1p
HOME PHONE WORK PHONE
CELL PHONE EMAIL ADDRESS
PATIENT SOCIAL SECURITY # |Preferred Contact Phone
RACE QO AMERINDIAN O BLACK O HISPANIC Q0 ASIAN O WHITE
ETHNICITY QO HISPANIC U NON-HISPANIC |PREFERRED LANGUAGE:
EMPLOYER/SCHOOL OCCUPATION
EMPLOYER'S ADDRESS CITY STATE ZI1p START DATE
NEXT OF KINJEMERGENCY CONTACT (PERSON NOT LIVING WITH YOU) RELATIONSHIP PHONE

PARENT/GUARANTOR INFORMATION- PERSON FINANCIALLY RESPONSIBLE FOR BILL

LAST FIRST MI. L PARENT (IF PATIENT A MINOR) BIRTHDATE
O spouse
O oruer

ADDRESS (IF DIFFERENT FROM PT.) CITY STATE ZIP SOCIAL SECURITY #
HOME PHONE WORK PHONE CELL PHONE EMAIL ADDRESS
EMPLOYER/SCHOOL OCCUPATION
EMPLOYER'S ADDRESS CITY STATE ZIP START DATE
INSURANCE INFORMATION Please complete all information to ensure accuracy in claim submission
INSURANCE COMPANY #1 POLICY/MEMBER ID # GROUP # COPAYS

SPEC- $

PRIM  $
POLICY HOLDER ADDRESS (IF DIFFERENT) SSN RELATION TO INSURED

 SELF O SPOUSE

DOB CITY ST Z1P U CHILD O OTHER
INSURANCE COMPANY #2 POLICY/MEMBER ID # GROUP # COPAYS

SPEC- $

PRIM  $
POLICY HOLDER ADDRESS (IF DIFFERENT) SSN RELATION TO INSURED

 SELF O SPOUSE

DOB CITY ST ZIP U CHILD O OTHER
INJURY INFORMATION
|IS INJURY O WORK RELATED 0 AUTO RELATED CLAIM # DATE OF INJURY / /

I, THE PATIENT OR GUARANTOR, CERTIFY THAT THE INFORMATION ON THIS FORM IS TRUE TO THE BEST OF MY KNOWLEDGE. I ACCEPT
RESPONSIBILITY FOR THE MEDICAL CHARGES INCURRED BY THE PATIENT AND AGREE TO PAY ALL BILLS AT THE TIME OF SERVICE UNLESS OTHER
ARRANGEMENTS ARE MADE. I AUTHORIZE PHYSICIAN AND PRACTICE TO RELEASE ANY INFORMATION TO PROCESS INSURANCE CLAIMS. T ALSO

AUTHORIZE MY INSURANCE CLAIMS TO BE PAID DIRECTLY TO THE PRACTICE OR ITS REPRESENTATIVE.

COVERED BY MY INSURANCE WILL BE MY RESPONSIBILITY.
PATIENT/GUARANTOR SIGNATURE

I UNDERSTAND THAT ALL SERVICES NOT

DATE

(PARENT IF PATIENT IS A MINOR)




URGENT CARE CENTER

Name: Date of Birth: / /
Today’s Date:

Reason for Visit:
Current Medications:

Allergies: None / Yes
If yes, please list:
Medical History: (Circle if yes)
High Blood Pressure, High Cholesterol, Heart Disease, Diabetes, Asthma, Depression, Acid
Reflux, Thyroid Disease, Cancer (if yes, which type)
Other:

Have you had the Corona Vaccine? Yes / No

Past Surgical History:

Family History:
High Blood Pressure, High Cholesterol, Heart Disease, Diabetes, Asthma, Depression, Acid
Reflux, Thyroid Disease, Cancer (if yes, which type)
Other:

Occupation: Smoking:
Alcohol: Substance Abuse:
Race:

Do you have any symptoms?

Fever Flu-like symptoms Headache
Muscle Pain Vomiting Diarrhea
Abdominal Pain Unexplained Bleeding None of the above

Within the last 30 days, have you traveled to/from out of state or out of the country? If so where?

Have you been in contact with a person known or suspected of having the Corona virus? Yes / No

Patient/Guardian Signature: Date: /[ ]/

Reviewed (MD Signature):
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