Welcome to the McClung Clinic

So that we may better serve you, please take a moment and tell us a little bit about yourself

Your Name _________________________________________________ Date of Birth:_____________________________________

                       first                       middle                                 last 

SSN:  _____________________________________________  DL# _____________________________________ State ___________

Home Address: ________________________________________________________________________________________________

City: ____________________________ State: _______  Post Code: __________________  Phone: ____________________________

Cel #: ____________________________  Email Address: ______________________________________________________________

Employer: ____________________________________________________________ Employer Phone:__________________________

Employer Address: ______________________________________________ City: ______________ State: ______ Zip: ____________

Check One:      Single _______  Married _______  Divorced _____  Widowed _____  Significant Other _______




Healthcare information

Primary Care Dr.: ___________________________________________________________  Phone: _________________________​​​____

Preferred Pharmacy: ________________________________________________________ Phone:______________________________

Known Allergies: _________________________________________________________________________________________________

Medicines you are currently taking:_________________________________________________________________________________

Reason For Today’s Visit: __________________________________________________________________________________________

Emergency contact: __________________________________________________________ Phone:______________________________




Insurance information

Primary Ins Co. _________________________________________Gp #_______________________ ID# ___________________________

Policy Holder Name _____________________________________________________

Secondary Ins Co. _______________________________________ Gp # ______________________ ID# ___________________________

Policy Holder Name _____________________________________________________


How did you learn about the McClung Clinic

Referral Source; __________________________________________________________________________________________________

                                           (friend, co-worker, Doctor, Hospital, Insurance listing, Internet, etc…)


Authorization

I authorize the release of any medical information necessary to process this claim.  I authorize payment of medical and surgical benefits to Dr. McClung.   I understand that Dr. McClung will file with my Insurance and agree to be responsible for all charges, regardless of insurance coverage.   

Signature of Patient : _____________​​​​​​​​​​​​​​​​​​______________________________________________  Date: _____________________

                                                              (Or Responsible Party) 

