
				                                                                                                        PCMH 2014 2A, B
                                                                                      My Care Now, LLC                                                Appointment Date_________________
                                                                                       Eric P. Peck, D.O.                                                 Appointment Time _________________
                                                                                      90 Beaver Drive                                                                                       
                                                                                          Building C
                                                                              	      DuBois, Pa. 15801
                                                                                         (814)-371-2273
                                                                            
  Patient Information

Patient ___________________________________________________________________________________________________
              (Last Name)                           (First Name)                          (Middle Initial)                (Maiden)

Address___________________________________________________________________________________________________
             (Street)                                                    (City)                               (State)                             (ZIP)
Home phone ______________________________________		 Cell Phone_______________________________________
Birth Date________________________________________                      SS #____________________________________________

Check one:  Minor { }   Single { }   Married { }   Divorced { }   Separated { }   Widowed { }

Patient’s Employer __________________________________________   Phone ________________________________________
Address__________________________________________________________________________________________________
Spouse___________________________________________________________________________________________________
Spouse’s Employer _____________________________________Birth Date____________________________________________
SS#__________________________________________________ Phone # _____________________________________________
Address___________________________________________________________________________________________________
Person to contact in case of emergency__________________________________________________________________________
Phone ____________________________________________________________________________________________________

Father’s Name__________________________________________________ Birth date____________________________________
Father’s Address_________________________________________________ Phone_______________________________________
Father’s Employer _______________________________________________ Phone_______________________________________

Mother’s Name_________________________________________________ Birth Date____________________________________ 
Mother’s Address _______________________________________________ Phone_______________________________________
Mother’s Employer ______________________________________________ Phone_______________________________________

Insurance Information (Please have cards ready to present)
PRIMARY INSURANCE:
Insurance: _________________________________________ Subscriber: _______________________________________________
ID#_______________________________________________ Group# __________________________________________________
Address ___________________________________________ Phone #__________________________________________________
Secondary Insurance:
Insurance: _________________________________________ Subscriber: _______________________________________________
ID#_______________________________________________ Group #:__________________________________________________
Address: __________________________________________ Phone: ___________________________________________________

[bookmark: _GoBack]Please sign: I authorize Dr. Peck/ My Care Now, LLC to release information to insurance carriers, concerning my illness and treatments. I assign to this physician, all payments for medical services rendered to myself and my dependents, I understand I am responsible for any amount not covered by my insurance. I consent to examination and/or medical care as prescribed by the physician. I understand trial sample medications are for patient use and shall be dispensed in non-child-proof containers. I understand I will be instructed on the use and indication of any sample medication (s) and possible side effects or adverse reactions. This authorization is in force unless revoked in writing. 

Signature____________________________________________ Effective Date ____________________







	


