Springfield-Burke Family Practice, PC

Welcome to Springfield-Burke Family Practice. We look forward to caring for you. To better serve you, please complete the information below. This form will need to be completed annually.
 New Patient   Name Change    Address Change     Today’s Date  ________/_______/___________

NAME: Last______________________________________  First________________________________MI_____

Date of Birth:______/______/________   Social Security _______/_____/________  Male Female 

Marital Status:   Single  Married  Divorced  Widowed  Separated   Partnered 
Address:__________________________________________________________________________Apt.#________

City:_______________________________________ State:_____________ Zip:_________________

Home # (_____)____________________ Cell #(_____)___________________  Work #(____)_________________
RESPONSIBLE PARTY if patient is under 18 :

Name: ___________________________________________  Telephone: (____)____________________ 

Date of Birth:_____/_____/_______Social Security_______/_____/________

Relationship to patient:________________________________________

Address:__________________________________________________________________________________

City___________________________________ State________  Zip________________

Primary Insurance

Company:__________________________________________________________

Policy Holder______________________________________ Date of Birth ______/_____/_______

Relationship to Patient___________________________________

ID #__________________________________________ Group #__________________________________

Secondary Insurance

Company:__________________________________________________________

Policy Holder______________________________________ Date of Birth ______/_____/_______

Relationship to Patient___________________________________

ID #__________________________________________ Group #__________________________________

Emergency Contact Information

In case of Emergency, who should be notified? _________________________________Relation______________

Phone: (____)____________________

I give the office permission to discuss my medical information with:

Name:____________________________________ Phone (____)_________________ 

Name:____________________________________ Phone (____)_________________ 

GENERAL OFFICE POLICIES
Notice of Privacy Practices

A notice of Privacy Practices is available for your review. If you would like to have/read a copy of the Notices of Uses and Disclosure of Protected Medical Information, please ask the front desk for your copy. My signature below indicates that I have been notified about the Privacy Policies(Notices of Uses and Disclosure of Protected Medical Information).
Patient or Responsible Party Signature _______________________________ Date _____/_____/________

Financial Policy
I hereby authorize Springfield-Burke Family Practice, to apply for benefits on my behalf for the services I have received, from my Insurance Carrier listed above. I authorize payment of medical benefits to be made directly to Springfield-Burke Family Practice for any services furnished to me by the physician or practitioner. I understand that I must select Dr. Alton Tucker as my PCP and if I have not done so I will be responsible for all services provided. I also understand that my insurance carrier may not cover all services provided and I may be responsible for any services that are non-covered. I certify that the insurance information that I have provided is accurate and understand that if it is not accurate that I will be financially responsible for the services provided. I understand that I will be responsible for any fees relating to my account being sent to an outside collection agency or attorney. 
Cancelation Policy
Springfield-Burke Family Practice requires a 24 hour notice when canceling any appointment. I understand that I may be liable for a charge of $25.00 if I fail to give 24 hours notice to cancel an appointment.

Return Check Policy
Springfield-Burke Family Practice charges $35.00 for all returned checks.

I have read and understand the above policies.

Signature_______________________________________  Date _____/_____/_________

By initialing below I am acknowledging that the above information is accurate and I agree to the terms listed above.

_____________________        _______________________      ____________________    ___________________

_____________________        _______________________     ____________________     ___________________
