WELCOME TO SOLID OAK INTERNAL MEDICINE
Which provider are you seeing today? (Circle one)  John Hall, M.D.   Laura Reeves, FNP     Lauren Dumpit-C
Patient’s Legal Name First ________________________ MI ________ Last_____________________________      

Address ___________________________ City __________________ State __________Zip Code____________

Telephone (      ) _____________________ Birthdate____________ Sex ______Marital Status_______________

Ethnicity________________________ Race__________________ Primary Language_______________________

Social Security # __​​_____________________________________ Cell Phone # ___________________________

Patient’s Employer_______________________________Employer’s Telephone (      )_______________________

Employer’s Address___________________________City________________State________Zip Code__________

Who may we contact in case of emergency?        Telephone (           ) ___________________________________

Name ____________________________________     Relationship   _____________________________________

Pharmacy Name ______________________ Address/City__________________Telephone (        ) _____________

Primary Insurance _________________________________________Telephone (       )_____________________

_

Address ___________________________________City _________________________State _____  Zip ________

Policy # _________________________________________ Group # _____________________________________

Subscriber Name _____________________________________   Relationship to Patient _____________________

Social Security # _______________________________ Birthdate ______________ Sex___________

Subscriber’s Employer ___________________________________Telephone______________________________

Secondary Insurance _________________________________________      Phone (        ) __________________

Address _________________________________ City __________________________State _____ Zip ________

Policy # _______________________________________      Group # ____________________________________

Subscriber Name _____________________________________    Relationship to Patient ____________________

Social Security # ____________________________     Birthdate ________________  Sex___________

Payment is due at time of service unless prior arrangements have been made.  For the convenience of our patients, this office accepts payments made by Visa or MasterCard.  If you are on an insurance plan that our office accepts and you have all of your insurance information with you, we will be happy to file your claim.

_______________________________               _______________________             ___________________

Responsible Party Signature                                        Relationship                                           Date

