Harbour Bay Medical Centre

 Patient Information

Date: ________________  

Patient’s name: ___________________________ Sex: __ DOB:___MM/__DD/____YYYY 

P. O. Box:   ___________________         Street: ______________________   

Island/Country:  _______________________ __________________

Occupation: _________________________    Employer: ______________

Telephone (H):________________  (W):_________________(Cell)_______________
Email: _____________________________________________________

Were you referred to us? Yes____     No____   By Whom:_______________________

Name of Primary Insurance:  _____________________________________________
Policy/ Group #: ___________________________Cert/ID #_____________________

Name of Secondary Insurance:____________________________________________

Policy/Group #______________________Certificate/ID #_______________________

Type of Coverage: Hospitalisation _______   Doctor’s Visit ___________

Spouse’s Name:  _________________   DOB: ______________________________

Medical History:
Past Medical History :   Heart Disease:________  Convulsions:_______

      Asthma:_____________  Sickle Cell Disease:______ Other:___________
Allergies:___________________________________________________________
Medications:________________________________________________________
Immunization:______________________________________________________
Social History:    Diet:________________________________________________
Family History:  Heart Disease:_________________    Diabetes:______________

                             Sudden unexplained death:_________  Congenital Deafness:_____



     # Children:________________________  _______________________

______________________
_______________________
________________________

Assignment of benefits:I authorize payment of benefits to this office for services rendered. I understand that I am financially responsible for all charges, whether or not paid by insurance.

Signed (Insured or Authorized Person):_______________________      Date:__________

Release of Information:
I authorize the release of any information necessary to process this claim, medical or incidental.

Signed (Insured or Authorized Person):______________________
Date:  ___________
