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,imary Medi(al lnsurance

lnr. Co. Name

Policy llolder Name:

Sc(ondary Medical lnsuran(e

Policy Hold€.'r Srcialsecurity t:

Policy Holder'r Oato of Btth

Policy tiold.r'r Sociil Security t:

P,tient lnformation

hi

I

[art Name: rst Name: M.l.: Previous Name lif appliaabla)

apt ,tMailin8 Addresi:.

CellPhone

lf Voice, Pleaae Select Praferred
Numbec

o Hom. o C.ll o wo,l
Sar:

oMale oFemal€

Date ol6irth:

Social Securily lr:

.oferred Method of Contrc! for n€rninder Call5 and Othe. Eleatronicllly 6enerated Measa8es

F.mily Phyrician or Pediatrician:

MaritalStaturl

TextIle.se Selecr Only One Oplionl

EmerSency Contact Name

Relationship to Patient:

irst Name

Phone

Relationship to P.tient:

n we leave a meiiate .€tardint you. medical atr€ & tett
ItsT

o oNo
thniclry lpleate iel€ct on€):

oHirpanic or Latino
oNot Hirp.nic or [atino
oOecline

EmPloycr Name

ergen(y Conta(t Phone

Rasponribte Party- lf lhe patient ir a mino. (und€r th€ a8e oI l8l, the pa,ent or 8(a.dian brin8ins the patienl in will be listed it tha Suarinlor

latt Name

Drre ol A,.th Social Securily,l:

resi of Pe.90n Responrible

rate/zip:

tional lnformalion {PI-EASF fll-L OUT AI,ISECTIONS EtLOw)

ImailAddresi

{pleare selecd:

oame.i.arr tndia^ or Al.ska Natlve

oNative Hawaiian or Pacifia Irlande.llirpenic o gl.ck or Afric.n American

Praterred lantuate {please sele(t onel: oEngli5h ospanish oOlher

Prafarred Pha,macy Namr & lo(ation:

lns. Co. Name

Policy Holder Namei

Palient nelationship to Policy Holder Pitient nelationthip to Policy Holder:

Poli.y rroldef'5 oate of Eirrh:



r .ertity-tn.t L read and agree to Premier Acute care (PACS) payment policy, I am eligible for the insurance indicated on this form

and I understand that payment is my responsibility regardless of insurance coverage. I hereby assign to PACS all money to which I

am entitled for medical expenses related to the services performed from time to time by PACS. I authorize PACS to release any

medical information to my insurance carrier or third-party payer to facilitate processing my insurance claims. I understand that

failure to pay outstanding balances within 90 days of notification of the amount due will result in submission to an outside

collection agency acquiring a 30% interest charge to your account. A SrtO.OO returned check fee will be charged for checks

returned due to insufficient funds. I choose to receive communications from PACS by text or e-mail at the number or e-mail

address stated above, including but not limited to communications about appointments, treatment, and payment. lunderstand

that such e-mails and texts may not be secure and there is a rlsk that they may be read a third party.

MEDTCARE BENEFICIARTES: I request that payment of authorized Medicare benefits be made to PAcs. I authorize ant holder of

medical information about me to release to CMS and its agents any information needed to determine these benefits or the

benefits ble for related services

I have reviewed a copy of Premier Acute Care (PACS) Privacy Notice (initials)

Signature of Responsible ParW: X

Printed Name of Responsible Party :X Date:

Name: Date of Birth:

Re lease of lnformation

You expressly consent and agree that, in order to discuss or services your account(sX"the Accounts") or to collect amounts you may

owe, PACS Urgent Care, and officers, agents, affiliates, employees, and affiliated or associated service providers and third-party debt

collection agency associated therewith {collectively, "WE") may contact you by telephone at any telephone number associated with

Accounts including wireless telephone numbers, which could result in charges to you. You expressly consent and agree that we may

also contact you by sending text messages, automatic dialing methods, system, or devices, and pre.recorded or artificial voice

prompts at any telephone number associated with the Accounts, including wireless or mobile telephone numbers, regardless of

whether you incur charge results.

I authorize the information includinB the diagnosis, records; examination rendered to me and claims information. This

information may be released to3

Spouse:

Child(ren):

Parents

Other:

lnformation is not to be released to anyone

This Release of lnformation will remain in effect until terminated by me in writinS.

Preferred Contact Method

Please call: 0 My home 0 My work 0 My mobile

tf unable to reach me: O You may leave a detailed message O Please leave a message asking me to return your call

Best time to reach me is 

--

The above information is true the to best of my knowledge. I authorize my insurance benefits be paid directly to the

physician. I understand that I am financially responsible for any balance. I also authorize PACS Urgent Care to release any

information required to process my claims.
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Patient/Parent or Guardian Signature: 

- 

Date:

Medical RELEASE OF INFORMATION(HIPPA Release Form}


