Kidney and Hypertension Medicine, P.C.
Thank you for choosing Kidney & Hypertension Medicine, P.C.  Please completely fill out this form to                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             time to make sure it stays up to date.

PATIENT INFORMATION

Full Name:_________________________________
Date of Birth:_______________Sex: M  F
Address:_________________________
Social Security #:________________
_____________________ ZIP:______________
 EMERGENCY CONTACT INFORMATION:
Primary Phone #:_________________
NAME & RELATIONSHIP:_______________________

(Home #   Cell#  Work#)







PHONE #_________________________________________
Alternate Phone #:_______________________

** You may be notified for appointment reminders







    through email or text/voice notification by our

Email Address:__________________________

    electronic medical systems **
Primary Care Physician:_____________________
 Phone #:____________________________
Pharmacy:_____________________________________         Phone#:_____________________________
Employer:________________________         Phone#:____________________________
INSURANCE INFORMATION :  
PLEASE GIVE A COPY OF ALL INSURANCE CARDS
Primary Insurance:_________________________           Relationship to Insured:_________________________

Policy #:______________________________________           Group #:___________________________________________

Insured Employer:___________________________
Employers  Phone #:_____________________________

Secondary Insurance:________________________
Relationship to Insured:_________________________

Policy #:_______________________________________
  Group #:_________________________________________

Insured Employer:__________________      Employers  Phone#:___________________
AKNOWLEDGEMENT: I understand it is my responsibility to know the requirements of my insurance policy and to make the office aware of any changes to my policy.  I am responsible for co-payment at the time of visit, as well as referrals necessary.  I also understand that a 24 hour notice is requested for appointment cancellations. 

___________________________________________________ Today’s Date:_______________________



Signature
