
Patient Information

Name: (Last, first, middle initial)_____________________________________________________________ Date of Birth:____________________________

Address:  (including apt. number)___________________________________________________________________________________________________

City, State, Zip Code: ____________________________________________________________________________________________________________

Home phone:__________________________________ Work phone:___________________________________ Cell phone :_________________________

E-mail address:______________________________________________ Preferred form of communication with us: _________________________________

Social Security Number: __________________________________________________________________________________________________________

Marital Status:  Married_______  Single ______ Divorced _____ Widow _____ Other ________

Race: ________________  Language Preference: ______________________  Employer: ______________________________________________________

Emergency Contact person: _______________________________________________ Emergency contact number: _________________________________ 

Relationship:____________________________________________________________________________________________________________________

Responsible Party (if not patient) _______________________________________________________ Contact number _____________________________

Who referred you to Birmingham Surgical? ___________________________________________________________________________________________

Primary Care Physician: ____________________________________________________  Preferred Pharmacy: ____________________________________

PLEASE PRESENT IDENTIFICATION AND INSURANCE CARD TO FRONT DESK AT TIME OF APPOINTMENT

Primary Insurance: ______________________________________________________ Policy Holder: ___________________________________________

Policy #: ______________________________ Group #: _____________________ Relationship to patient: _______________________________________

Policy Holder date of birth: _________________________________ Specialist Co Pay Amount:________________________________________________

Secondary Insurance:________________________________________________________ Policy Holder: ________________________________________

Policy #:________________________Group #: ______________________________ Relationship to patient: ______________________________________

Policy Holder date of birth: ________________________________________________________________________________________________________

Please list all family/friends who we can discuss your medical records, treatment, test results (etc.)

Name/Relationship/Phone #:

__________________________________________________________________________________________________________________

Name/Relationship/Phone #:

__________________________________________________________________________________________________________________

Date: ________________	 Patient (Responsible party) Signature: _______________________________________________________


