
  
   

 
____________________________/_________/___________________________________Marital Status:___________ 
 First            MI    Last 
Mailing  
Address:__________________________________________________________________Apt#:_______________ 
 
If P.O. Box , provide street address:_____________________________________________________________________ 
 

City:______________________________State:______________ Zip Code:_______________________ 
 
Preferred contact phone #: Cell:(         )_______________Home:(         )_______________ Other:(          )_______________ 
 
Patient (Guardian) email address:_______________________________________________ 
 
Date of Birth:_____/_____/_____  Age_______                                     Social Security #:_______—_____—_______   

 

 
______Have you submitted the name and all requested information of the person that is financially responsible for the patient,  

     all  necessary insurance information  and  the “Named Insured” as well as  all other required information? 

[   ]Male       [   ]Female 

Mother / Father / Guardian’s:  
 
_______________________________________/___________/_______________________________________________ 
      First             MI    Last 
 
Mailing Address:____________________________________________________________________Apt#_____________ 
 
City:_____________________________ State:______________ Zip:_______________________________ 
 
Preferred contact phone #:Cell:(         )_______________Home:(         )________________ Other:(          )________________ 
 
Social Security#:_______-_____-_______Relationship to patient_______________DOB:______/______/______ 
 
Consent for treatment: 
I am the ______custodial parent   ______legal guardian having legal custody of the above-named patient. 
I authorize the physician and staff at Evans Medical Group any acts that may be necessary or proper to provide for the health 
care of the stated patient child. Such authorization is in effect until revoked. In the event that invasive procedures are deemed 
medically necessary, I further understand that additional consent will be obtained. By signing below, I indicate that I have the 
understanding and capacity to communicate health care decisions and that I am fully informed as to the contents of this   
document and understand the full import of this grant of powers to the agent named herein. 
 
 
Legal Custodian:_________________________________________________________Date:________________________ 

 This section for Minor Patients or Patients with Guardians 

turn over 

            Welcome to 

[   ]Male       
[   ]Female 

Do not submit the email  
address of a minor child. 

Patients Name: 

If patient is under 18 years of age or is cared for by a guardian or caregiver, who is financially responsible for payment to Evans Medical Group? 

  
_________________________________________________________Relationship to patient?__________________ 



Authorization for Treatment, Financial Obligation and Privacy Notice (HIPAA) 
 
Name of Patient: 
 
_________________________/_______/______________________________DOB_____/_____/_____ 
  First   MI   Last 
 
Consent for Treatment: I, the undersigned, a patient of Evans Medical Group, requests and authorize my attending        
physician and whomever he may designate as his/her associates or assistants, to administer such treatment as is medically 
necessary. I voluntarily consent to said medical care, evaluation and treatment, as well as any information release necessary 
to obtain such. This would include such services, care, diagnostic procedures, and/or medical treatments as the physician 
deems reasonable and necessary. These would include, but not be limited to, the performance of services involving          
pathology, radiology (bone density) and immunizations. In the event  that invasive procedures are deemed medically        
necessary, I further understand that additional consent will be obtained and this consent might be verbal or written as        
circumstances dictate. I am aware that the practice of medicine and surgery is no exact science and I acknowledge that no 
guarantees have been made to me as to the results of treatment or examination. 
Financial Obligation for Evans Medical Group: I authorize payment of medical benefits to Evans Medical Group for       
services rendered. I understand and agree that I am financially responsible for the payment of all charges, that are my      
responsibility, for services provided, regardless of insurance coverage or other third party coverage unless waived by       
contractual agreements between Evans Medical Group and my insurer or if prohibited by state, federal laws or regulations.   
If the charges, that are my responsibility, are not paid within thirty (30) days of receipt of the bill, I agree to pay any additional 
expenses incurred due to the delinquent account, including collection agency cost, and/or reasonable attorney fees if        
applicable, if the account is placed for collection. If the charges, that are my responsibility, are not paid and no arrangements 
are made for payment to Evans Medical Group and it is necessary to send my account to collection, collection agency and/or 
attorney, I will be responsible for payment of all collection, collection agency costs and/or reasonable attorney fees.         
All returned checks incur a $35.00 service charge or the maximum allowed by law, to be paid by cash or credit card along 
with balance of patients account within 10 days of notification by Evans Medical Group, or its assigned agent.  
Failure to comply and meet financial responsibility may also  result in a patient discharge from practice. 
Privacy Notice (HIPAA): by my signature below I acknowledge that the Health Insurance Portability and Accountability Act 
has been made available to me by Evans Medical Group and a copy provided, upon request, for me at my discretion.          
I hereby authorize Evans Medical Group to disclose information about myself (or another person for whom I have authority to 
sign) that is protected under federal law for the purposes of treatment, payment, and healthcare operations. I also authorize 
Evans Medical Group to communicate with the individuals named below about my condition or treatment, all other individuals 
will be excluded. 

The Patient Communication form has been provided for my review. It is my responsibility to notify the 
front desk if I wish to receive a copy of this form. 
 
I acknowledge that it is my responsibility as a patient or parent/guardian of Evans Medical Group to notify  
the office in regards to any changes of the information provided verbally or contained within this patient 
information form to include insurance, mailing address, custody of minors and/or health information. 
 
Signature required by patient, parent if minor child, guardian, or representative if Medicare, for         
acknowledgement of the above Consent of Treatment, Financial Obligation and Privacy Notice: 
 
 
Signature:______________________________________________Date:____________                     
              11/2007 

If you have any questions or need assistance, please return to the front desk. 

Name Relationship Preferred Phone # 

  (         ) 

  (         ) 

  (         ) 



 
 
 
Name_________________________________                                  Birthday__________________ 
 
Nickname:_____________________                                         Prefers? Y_____         N_____ 
Mothers Name__________________                Occupation___________________ 
Fathers Name___________________                                        Occupation___________________ 
Please Circle: 
Mother Involved- Very           Somewhat           None            Negative 
Father Involved-  Very           Somewhat            None            Negative 
Parents are:   Married     Separated     Divorced      Never Married      Mom-Deceased      Dad-Deceased 
Problems with Home Situation  Yes  No   Is Child Adopted?  Yes  No   Foster Child? Yes  No 
Comments on Parental Situation_____________________________________________________ 
_______________________________________________________________________________ 
Step Mothers Name_________________________   Occupation____________________________ 
Step Fathers Name__________________________  Occupation_____________________________ 
Lives at Home With:  Father     Mother     Step Mother    Step Father    Siblings      Extended Family  
Comments on Living Situation :_________________________________________________________ 
___________________________________________________________________________________ 
Siblings Names and Dates of Birth:_______________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
In Daycare?  Yes   No     School Attended? ________________________   
Smoking at Home?        None         Outside House          Inside House             Pets? __________________ 
Firearms at Home?   No       Yes      Yes- Locked       
Domestic Violence – ( Past or Present )         No         Yes 
Seatbelt/Car Seat Use:   Always       Most of  the time    Half of the time    Seldom     Never 
Medical History 
Birth Weight_______     Term-    Full        Premature ( _____ weeks)          Delivery-    Normal     Cesarean 
Birth Defects?   ________________________________________________________________________ 
Problems around or at time of Birth_________________________________________________________ 
________________________________________________________________________ 
Medicines:_____________________________________________________________________________ 
Allergies? _____________________________________________________________________________ 
Asthma      No    Yes                  Severity-               Mild              Moderate             Severity 
Hospitalizations:    0         1         2           More than 2       Details:_________________________________ 
______________________________________________________________________________________ 
Diabetes    No     Yes               Diet Controlled?    Yes       No            Type 1            Type 2  
Control:    Excellent       Good       Fair      Poor  
Hospitalization for DKA?     0         1           2          3          > 3  
Diabetes History:________________________________________________________________________ 
ADD/ ADHD        No    Yes        ADD/ ADHD History__________________________________________ 
Other Psychiatric Problems:     No      Yes      Details____________________________________________ 
Counselor Seeing? ______________________________________________________________________ 
History of Cancer?     No   Yes       Bleeding Problems ?      No    Yes 
Leukemia?       No      Yes           Leukemia Status:   Present         Recent Past      Distant  Past ( >5yrs) 
Hospitalizations: _______________________________________________________________________ 
______________________________________________________________________________________ 
Surgeries:______________________________________________________________________________ 
______________________________________________________________________________________ 
Family History:   ( Mother, Father, Sister, Brother) 
Asthma:   No   Yes    Details:_______________   Bleeding Problems:  No   Yes    Details______________ 
Sickle Cell:   No     Yes    Details____________  Seizures:   No     Yes     Details_____________________ 
Other Problems:_________________________________________________________________________ 
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