Referring Physician:_______________________________


Patient #____________________

Alan E. Aycock, M.D.      Stephen W. Snell, M.D.      Brenda K. Swain, ARNP
                   Patient Name: __________________________________________




                



       
         LAST
                                                              FIRST
                           MI






       DOB:____________________ Age:__________ M______ F______







       SSN:___________________________________________________







       Single_______ Married_______ Widowed_______ Minor________







       Address:________________________________________________










STREET



APT.







       _______________________________________________________






          CITY


STATE


ZIP CODE







      BEST NUMBER TO REACH YOU:________________________
Employer:____________________________________ Home Phone:_____________________________________
Work Phone:___________________________________ Cell Phone:______________________________________
Responsible Party:
Name:______________________________________________ Relation to patient:__________________________
Address (if different from above):__________________________________________________________________

DOB:____________________________________SSN: ________________________________________________
Employer:_____________________________________________Occupation:______________________________ Home Phone:____________________ Cell Phone:______________________ Work Phone:___________________

In Case of Emergency:
Contact:_____________________________________________________Relation:__________________________
Home Phone:____________________ Cell Phone:______________________ Work Phone:___________________
Patient Privacy Notice:

I have received a copy of Dr. Aycock & Dr. Snell’s Patient privacy notice.   (Please Initial)_____________________
Do you wish correspondence to be confidential?        Yes   No    
       Phone calls confidential?        Yes   No
May we contact you at work?      Yes   No                          Do you  have an Advance Directive?        Yes   No
Personal Representative: ________________________________________________Relation:_________________

INSURANCE INFORMATION:
Primary Insurance:_______________________________ ID Number:_____________________________________

Policy Holder:_________________________ SSN: _________________DOB: ________Employer: ____________
Secondary Insurance:_____________________________ ID Number:_____________________________________
Policy Holder:_________________________ SSN: _________________DOB: ________Employer: ____________
I authorize the release of any medical or other information to process my medical claims.  I authorize Dr. Aycock and/or Dr. Snell to release information required for filing medical claims to the insurance companies above.  I also certify that the information above is accurate to my knowledge.  I authorize payment of medical benefits to Dr. Aycock and Dr. Snell for medical services.

Patient/Guardian Signature:___________________________________________ Date:____________________

