COR HEALTHCARE MEDICAL ASSOCIATES

Appointment Date & Time; PATIENT REGISTRATION
PATIENT INFORMATION :
Patient #: Gender: Datc of Birth: Age:
Last Name: PCP:
First Name: Middle Initial: Social Sccurity #:
Marital Status: | __Single __Marriecd __Widow Ethnicity: Hispanic Non-Hispanic ___Refused
Race: Please check one of the following: Preferred Language: English Spanish
__ White Black/African American Asian Refused to Report Other:
____Native Hawaiian or other Pacific Istander American Indian/Alaska Native o
Address: Home Phone:
Cell Phone:
City, State, Zip: Email:
EMPLOYMENT INFORMATION
Employer: Retired: Retirement Date:
Address: Please check the following:
City: Disabled: Yes No
State, Zip: Uncmployed:  Yes No
Work Phone:
INSURANCE INFORMATION
Primary Insurance: Insured Policy:
Address: Insured Policy 1D:
City, State, Zip: Group Number:
Plan Phone: Date of Birth:
Effective Dates: Patient Relationship to Subscriber:
Second Insurance: Insured’s Name::
Address: Insured Policy ID:
City, State, Zip: Group Number:
Plan Phone: Date of Birth:
Effective Dates: Patient Relationship to Subscriber:
EMERGENCY CONTACT INFORMATION
Emergency Contact: Patient’s Relation to Contact:
Contact Home Phone: Contact Cell Phone:

Contact Work Phone:

MEDICAL AUTHORIZATIONS AND RELEASE OF INFORMATION

[ hereby authorize Cor Healtheare Medical Associates to furnish the insurcd’s insurance company all information which said insurance company may
request concerning my present iliness or injury. 1 hereby assign to the doctors ali money to which I am entitled for medical and/or surgical expenses
relative to the services performed. 1t is understood that any money received from the above named insurance company over and above my indebtedness
will be refunded to me when my bill Is paid in full. 1 understand that I am financially responsible to said dectors for all charges., | hereby authorize
Cor Healthcare Medical Associates to provide such medical services including surgery, if necessary, either regular or emergency, as may be determined
to be in the best interest of the paticnt listed above. This authorization shall continue and be in full force and effect until revoked in writing by me.

X Date:,

Signature




COR HEALTHCARE MEDICAL ASSOCIATES

HIPAA (Health Insurance Portability & Accountability Act)
Authorization for use and disclosure of Medical Information

In compliance with the HIPAA Patient Policy, this authorization allows COR Healthcare Medical Associates to
release any of your protected medical information to the designated individual that you have specified.

I hereby authorize: COR Healthcare Medical Associates to release my medical information regarding my
medical history and treatment by means of verbal communication in person, via telephone and/or mail and fax
to the persons listed below.

1. ()

Phone Number
2. ()

Phone Number
3. ()

Phone Number

I wish to be contacted in the following manner (please check all that apply):

___Home Telephone: ()
___ Leave message with detailed information on answering machine device, or anyone who answers
___ Leave message with a call back number only.

__ Work Telephone: ()
___ Leave message with detailed information on answering machine device, or anyone who answer.
___ Leave message with a call back number only.

___Cell Number: ()
__ Leave message with detailed information on voice mail or anyone who answers.
___Leave message with a call back number only.

___ Written Communication
___Mail to my home address.
___Mail to;

__Other/FAX: ()

Patient Name: D.O.B: Date:

I have been advised of my right to receive a copy of this authorization. A photocopy or fax of this
authorization shall be considered as effective and valid as the original.

L understand this authorization will be in effect until which time it is revoked.

Signature of Patient or legal/personal representative Relationship



COR HEALTHCARE MEDICAL ASSOCIATES

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Date:
Patient Name: D.O.B.:

Patient Telephone Number: ()

I hereby authorize the following medical information to be released, which may include any
information relating to cardiac, physical history, condition, advice or treatment.

Please furnish dates of specific records required:

FROM:
Name:

Address/City/State/Zip:

Telephone Number:

TO:
Name:

Address/City/State/Zip:

Telephone Number:

Signature: Date:
Authorization Expires One Year from the Signed Date




