
Patient Registration Information: (Please print clearly) 
All bold areas must be completed by adult (18+) or legal guardian (for minors) 

Legal Name: __________________________________ _ 
First Last M.I. 

Nickname? ___________ Date of Birth: ________ Age: __ _ Gender: M F 

Primary Addn-ess: ______________ __ City: ____ _ State: __ Zip: ___ _

Primary Phone :"-_.J_ __________ other: (_), _________ Under 18? Yes No 

Occupation: ______________ Social Security Number: _____________ _ 

Emall Add ress*(appolntment confirmation, billing correspondence, advertiSing): ____________ @ __ _ 
*may opt out of advertising emails via ·unsubscribe" upon receipt of email. 

Marital Status: D Minor D Single D Married D Divorced D Separated D Widowed

EMERGENCY CONTACT- Name: _____________ Primary Phone: __________ _ 

Relatlonshlp to patient: ------'-----------------------------'---

Patient Doctor (Internist, Family Practitioner, Pediatrician): __________________ _ 

Address: __________________________ Phone:......_ _ ___,'--------

Pharmacy Name & Phone Number: ___________________________ _ 

How did you hear about us/Referred by? ___________________________ _ 

FOR MINORS - Parent or Guardian Information 

Name: ________________ Date of Birth: _______ SSN: ________ _ 

Employer: _____________________ Phone: ..,__J--___________ _ 

Employer's Address:-----------------------------------

REASON FOR VISIT (CIRCLE ONE); 

MEDICAL / COSMETIC 

MEDICAL INSURANCE INFORMATION: 

Name of Insurance Company: ____________ _ Type of [Plan: _________ _ 

Member ID#: _____________ Group#: ________ __ RX Bin: _______ _ 

Policy Holder's Name: ____________________ Date of Birth: _______ _ 

Relationship to Patient (circle one): Parent/Spouse/Dependent SSN: ----

Employer: _____________________ _ Phone: ..__,_ _______ _ 

2018 









Prescription Refill Policy 

• It is the patient's responsibility to notify the office in a timely manner when refills a re necessary.
Approval of your refill may take up to three business days so please be courteous and do not wait to
call.

• Refills can only be authorized on medication prescribed by providers from our office. We will not
refill medications prescribed by other providers. If you are new to the area, you must have medical
records sent to our office if you are requesting medication refills that we did not prescribe for you.

• It is important to keep your scheduled appointment to ensure that you receive timely refills. We do
require our patients taking prescription medication to be re-evaluated on a regular basis. Repeated
no shows or cancellations will result in a denial of refills. All prescriptions require follow up
appointments per the provider's recommendations and/or medications that are at a stable dose for
6mths will require annual visits at a minimum. All medication refills must have an appropriate
follow-up visit, (i.e. acne office visit for acne medication refill, primary care visit for blood pressure
medication refill, weight management visit for weight management medications). Most
prescriptions expire after 1 year; if your prescription is expired, a re-evaluation is required.

• Please bring all your prescription bottles with you to your appointment. This is important to allow
our office to verify which medications you are taking and to confirm you are taking the correct
medications and the correct doses.

• Antibiotics will not be called in without a visit. If a patient is sick enough to need antibiotics then
they are sick enough to need a provider's evaluation.

• New symptoms or events require a clinic appointment. Your provider will not diagnose or treat over
the phone.

• If you have any questions regarding medications please discuss these during your appointment. If
for any reason you feel your medication needs to be adjusted or changed please contact us
immediately.

• Your insurance may require a prior authorization for your prescription medication. Depending on 
your insurance thls process may involve several steps by both your pharmacy and your provider.
The providers and pharmacies are familiar with this process and will handle the prior authorization
as quickly as possible. Only your pharmacy is notified of the approval status. Neither the pharmacy
nor the provider can guarantee that your insurance company will approve the medication. Please
check with your pharmacy or your insurance company for updates.

__ (initials) I have received and read a copy of this medication policy 

Medication Policy Signature Page 

_________________ Date ______ _ 
Patient Signature 

_________________ Date _______ _ 
Witness Signature 




