SOUTHEASTERN CARDIOVASCULAR CONSULTANTS
PATIENT DEMOGRAPHIC SHEET

PATIENT INFORMATION
oDr.oMr.oMs.aoMrs. o Rev.

Name
LAST FIRST MIDDLE MAIDEN
Today’s Date DB bl Age
Marital Statuso Single oMarried o Separated o Divorced o Widowed
Address Apartment City, State, Zip
Home Phone ( ) Primary Contact ()
Social Security # Driver’s License #
Cellular or pager # (Gxtmn
Patient’'s Employer Business Phone ()
BUSINESS NAME ADDRESS
Insurance Carrier Insured’s Name
Policy #
RESPONSIBLE PARTY INSURANCE INFORMATION
(If theresponsible party is not the patient, please complete this section.
Insured’s Name Date of Birth
Insured’s Social Security # Occupation
Insured’s Employer Business Phone ()
EMERGENCY CONTACTS
Spouse Home Phone ()
Work Phone( ) Cell Phone ()
Relative or Friend Not Living With You Relation

Phone ()




Patient Demographic Sheet
Page 2

RELEASE OF INFORMATION
1. Please list the family members or others pergbaay, whom we may inform about your general road
condition and your diagnosis (including treatmgatyment and health care operations).

2. Please list the family members or significaneoshif any, whom we may inform about your medaaidition
ONLY IN AN EMERGENCY::

3. Please print the address of where you wouldylike postcards and/or correspondence from oureotbdoe
sent if other than your home.

4. Please print the telephone number, if any, wiievewant to receive your calls about your appoarits, lab
and x-ray results, or other health care informaiiather than your home phone number: ()

* | am fully aware that a cell phoneisnot a secure and private line.

5. Can confidential messages (i.e. appointment réeng) be left on your telephone answering machine o
voicemail? YES NO
6. Have you received a copy of the HIPAA Privacyibie®? YES NO
7. Do you have a Living Will or Advance Directive E$ NO
REFERRAL INFORMATION
Name of your Family Doctor Address
How did you find out about Southeastern CardioviasdDonsultants? Check all that apply.
TV or Radio Wohlaith
Friend Employe
Yellow Pages HdEpitergency Room
Family Member (please specify)
NAME Other

(please specify
Doctor Referred You

NAME CITY, STATE

| authorize the release of any information to pssamy insurance claim and/or to other physicians are also responsible for my care. | hereby aizbgrayment of medical
insurance benefits to Southeastern Cardiovasculas@tants for medical services rendered to me tesponsible for any remaining balance after esce pays. | am in
agreement that in the case of my account beconghigegient that | am responsible for accrued intaérethe amount of 1.5% of the unpaid principaldmede per month,
reasonable attorney fees in the amount of 25%epfittpaid principal balance and interest, courts;@std other expenses related collection proceduresy account. If | am
the guarantor for a patient, | as guarantor bindetfyin solido, with the patient herein for allhssiowed Southeastern Cardiovascular Consultants.

Signature of the Patient or Person Legally Resptm$ir the Bill. Date
In case of Minors, The Legal Guardian Must Sign.



