
LAST NAME

POLICY HOLDER’S  NAME

POLICY HOLDER’S  NAME

DATE OF BIRTH

INSURANCE NAME

INSURANCE NAME

HOME PHONE

LANGUAGE PREFERRED

GROUP #

GROUP #

PRIMARY CARE PHYSICIANEMAIL

MAILING ADDRESS

EMERGENCY CONTACT NAME RELATIONSHIP ADDRESS

CITY STATE ZIP

CELL PHONE

RACE

ADDRESS IF DIFFERENT THAN PATIENT’S RELATIONSHIP TO POLICY HOLDER

RELATIONSHIP TO POLICY HOLDERADDRESS IF DIFFERENT THAN PATIENT’S

OTHER PHONE

ETHNICITY

SEX SSN

INSURANCE I.D. #

INSURANCE I.D. #

M

MAY WE LEAVE A MESSAGE ON YOUR ANSWERING MACHINE?        YES       NOPREFERRED METHOD OF CONTACT?        PHONE       EMAIL        MAIL

FINANCIALLY RESPONSIBLE PARTY:      PATIENT        FATHER        MOTHER        SPOUSE        OTHER  PAYMENT:       CASH        CHECK        CREDIT CARD

PLEASE READ AND SIGN

__________________________________________________ ____________________________

PATIENT INFORMATION

PRIMARY INSURANCE POLICY HOLDER

SECONDARY INSURANCE POLICY HOLDER (if applicable)

F

FIRST NAME

SSN

SSN

MIDDLE INITIAL

DOB

DOB

EMERGENCY CONTACT PHONE GUARANTOR GUARANTOR ADDRESS (If different than patient)

REASON FOR VISIT ____________________________________________________________________________________________ WORK RELATED?        YES        NO

ARE YOU OR IS THERE A POSSIBILITY YOU COULD BE PREGNANT?        YES        NO

(List Symptoms)

APT. #

HOW DID YOU HEAR ABOUT US?
o Employer     o Google     o Mailer     o Personal Referral     o Road/Building sign     o Social Media     o Website     o Existing Patient



PATIENT HISTORY QUESTIONNAIRE 

LAST NAME  FIRST NAME  MIDDLE INITIAL
DATE OF BIRTH SEX M F

List any allergies you have including medications, food or any other negative reaction and type of reaction. 

o NKDA (no known drug allergies)

Allergies: ________________________________________________________________________________________

List all long term or recurring medical problems and any medications you are currently taking, including over the counter medication. Please 
list medication strength and how often you take the medication.    
Please Note: If you do not know the medication, please call your pharmacy. We are unable to provide care without a current medication list. 

 
List all long term or recurring medical problems. 
o NONE
1. __________________________________________

2. __________________________________________

3. __________________________________________

4. __________________________________________

5. __________________________________________

6. __________________________________________

7. __________________________________________

8. __________________________________________

List all medications currently taking, including over the counter medications. 
o NONE
1. __________________________________________ 4. __________________________________________
2. __________________________________________ 5. __________________________________________
3. __________________________________________ 6. __________________________________________

List any kind of surgery you have had. 

o NONE

1. __________________________________________ 4. __________________________________________
2. __________________________________________ 5. __________________________________________
3. __________________________________________ 6. __________________________________________
List any pertinent medical problems in your family and identify who (i.e. Mother, Father, Brother, Sister). 
Mark NONE if you have no family medical problems. 

o NONE

1. __________________________________________ 3. __________________________________________
FAMILY MEMBER / CONDITION FAMILY MEMBER / CONDITION

2. __________________________________________ 4. __________________________________________
FAMILY MEMBER / CONDITION FAMILY MEMBER / CONDITION

Do you smoke or use any tobacco products? __Never __used to: smoke cigarettes, cigars, chew tobacco: Quantity per day ___week___ month 
year!
Do you use recreational drugs? __Never __I used to: I have used IV drugs!Current Use: What type? _______. How often? ________

Do you drink alcohol? __Never __I used to __ I am in recovery __I drink socially __regularly __Quantity per day / week / month / year      

PHARMACY INFORMATION
We may be able to send your prescription directly to your pharmacy. Please list the pharmacy where you want your prescription sent.

The following individuals are authorized to speak to FIRST MED regarding my health information. 

Name/Relationship  Name/Relationship  Name/Relationship 

My signature below acknowledges that I have been given a chance to review a copy of the FIRST MED Urgent Care Notice of Privacy Practices. 

PATIENT SIGNATURE _________________________________________ RELATIONSHIP IF OTHER THAN PATIENT ____________________

PHARMACY NAME PHARMACY LOCATION



 

For questions regarding your account, please call 405-759-4300  

 

Acknowledgement of Financial Responsibility 
 

I understand that payment is due at the time services are rendered. I 
acknowledge that, as a courtesy, the office will submit claims to my 
insurance carrier on my behalf; however, any balance not covered or paid 
by my insurance company remains my responsibility as the patient or 
guarantor.  

I understand that certain services and or supplies may not be covered by 
health insurance, medical payments coverage, or Medicare. 
 
I acknowledge that my doctor will determine whether or not the 
services/supplies are medically necessary and I accept financial 
responsibility for these services if they are denied by my insurance carrier. 
 
I also agree to promptly pay the full balance or make arrangements with the 
billing office when I receive notice regarding my balance.  
 
I will be billed for my portion of the services rendered, non-payment may 
result in collection activity. 
 
 

Acknowledgement of notice: 

 

________________________________                  _____________ 

Patient Name         Date 
 
 

 
 
_________________________________   _________________ 
Patient or Guardian Signature     Patient’s Date of Birth 

 



 

 

 

 

Consent to Treatment, Release and Acknowledgement: 
 

 

 

Patient Name:  Date of Birth:   

 

Consent to Treatment: 

I request those physicians and other healthcare professionals who care for me to perform routine exams, and 

diagnostic procedures which in their judgement become necessary while I am a patient of First Med Urgent Care. 

Routine diagnostic procedures and medical treatments include but are not limited to ECGs, x-rays, blood tests and 

administration of medications. I also consent to medical recording, or filming when necessary, in the judgement of 

my physician to document the course of my injury or illness and to provide appropriate medical care, performance 

improvement and education. I acknowledge that I have the right to request stopping of any recordings during and up 

until a reasonable time before the recording or film is used. I am aware that the practice of medicine and surgery is 

not an exact science and I acknowledge that no guarantees have been made to me as to the result of treatment or 

examinations. I authorize the practice to retain, preserve, and for scientific or educational purposes, dispose of any 

specimen or tissue taken from my body at their convenience. If I undergo any procedure that requires the 

submission of tissue for pathologic examination, I authorize the use of any excess tissue for educational purposes. In 

order to deliver quality healthcare, I understand that First Med Urgent Care, including its providers, develop and 

maintain health information which may include physician notes (both history and physical), medication reports, 

tests, tests results, and treatment plans. I concur that this health information is used for the following: care and 

treatment plans, billing statements, communication between interdisciplinary healthcare providers, and verification 

of services (by both third-party payers and government payers), for quality control by the physician practice. 

Reason of Responsibility: 

I understand that if I leave the practice without the consent of the physician and/or fail to carry out instructions for 

follow up care; I do so at my own responsibility. I further understand that any injury or harm I may suffer while 

away from First Med Urgent Care will be my responsibility. 

Consent to Appeal: 

In the event that my insurance denies payment for any services rendered during this episode of care, I authorize the 

practice to file a grievance for payment on my behalf. I understand that I have the right to rescind my consent to 

appeal at any time during the appeal process. If I consent to the practice filing a grievance on my behalf, I 

understand that I will not be able to file my own grievances concerning these same services, nor will any 

representative I appoint, unless this consent is rescinded in writing. This consent well be automatically rescinded, 

and I may file my own grievance if my healthcare provider does not file a grievance, or stops grieving my case 

Acknowledgement of Notice of Privacy Practices: 

I acknowledge that I have received a copy of the “HIPAA Notice of Privacy Practices”. I understand that the 

information First Med Urgent Care acquires or creates about me, will only be disclosed to others for treatment, 

payment, and healthcare operations as set forth in the notice or as authorized by me in writing. 

I certified that I have read this form and that I understand its contents. 

 

 

Patient Name:  Today’s Date:  

 

 

Patient or Guardian Signature:   Pt. Date of Birth:   
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