
      

                        PATIENT INFORMATION  SHEET 

               

 

   Name____________________________________________________________SS_____________________________DOB______________ 

 (Last)    (First)   (Initial) 

   Address____________________________________________City____________________________State_____________Zip__________ 

 

   Home_________________________________Work__________________________________Cell Phone___________________________ 

 

   Email address______________________________________________________________________________________________________ 

 

   Local Pharmacy______________________________________________________Mail Order___________________________________ 

 

   Primary Insurance___________________________________________________ID#__________________________________________ 

 

  Group______________________Subscriber_____________________________Relationship____________________ 

   

  DOB_______________________Employer_______________________________________________________________ 

 

  Subscriber Address if different from above_________________________________________________________ 

 

   I ACKNOWLEDGE I RECEIVED THE NOTICE OF PRIVACY PRACTICES FOR Todd R. Fisher, M.D. 

 

   Patient or Responsible Party__________________________________________Relationship to Patient________________________ 

 

   I AUTHORIZE THE RELEASE OF ANY INFORMATION including the diagnosis and the records of any treatment or 

   examination rendered to me or my child during the period of such care to third party payors and/or other health practitioners. 

   I authorize and request my insurance company to pay directly to the doctor or doctor’s group insurance benefits otherwise  

   payable to me.  I understand that my insurance carrier may pay less than the actual bill for services.  I agree to be responsible  

   for payment of all   services rendered on my behalf or my dependents.  A $15 service fee will be applied to accounts over 90 days. 

 

   _______________________________________________________________________________Date_______________________________ 

   Patient’s or Authorized Person’s Signature 

 

   PERMISSION FOR DIAGNOSTIC PROCEDURES/TREATMENT 

   I hereby give permission to the staff and personnel of Todd R. Fisher M.D., Family Medicine to perform such diagnostic studies, 

   torender treatment. 

 

   ___________________________________________    _____________________________    ______________________________________ 

   Patient or Responsible Party    Date    Witness 

 

   ___________________________________________    Emergency Contact ___________________________________________________ 

 

   Relationship to Patient              Relationship____________________________Phone________________________ 

 

                 Emergency Contact ___________________________________________________ 

 

                                 Relationship____________________________Phone_________________________ 

 



                

  


