m HEALTHCARE

Date:
Legal Last Name First Name Middle Initial Nickname
Social Security # Date of Birth / / Sex: Male = Female ||
Address Apt
City State Zip
Marital Status: Married [ Single [J Legally Separated [ Divorced [ Widowed [
Race Language Ethnicity
Home Phone Cell Phone WorkPhone
Leave Message " Yes 1 No Email
Primary Care Physician Referring Doctor
Pharmacy City, State
Employer Employer Address
City State Zip Phone Number
Occupation Status: Full Time — Part Time 1 Retired [

Are You Homeless? Yes (1 No [ If you answered Yes, would you like someone from the Care Team to contact you regarding
available resources? Yes [ No [J

If your food runs out for the month, do you have money to buy more? Yes 1 No [1 If you answered No, would you like someone
from the Care Team to contact you regarding resources for food assistance? Yes [/ No I

Do You Have Any Special Communication Needs? Yes [] No Il

How did you hear about us: [ Referring Physician [1 NOMS Website [ Social Media [1 TV Commercial [ Billboard
another patient [1 Radio [/ Newspaper [| Other

Person Responsible for Any Patient Balance (Head of Household):

Address City State Zip

Home Phone Employer Work Phone

Spouse's Name Date of Birth / / SS#

Areyou covered under your Spouse's insurance: Y N Employer Work Phone
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In case of an emergency who should we contact?

Name Relationship Phone

Name Relationship Phone

Is this a work related injury? Yes LI No _

MCO: Claim#: Date of injury / / Time of injury
1% Report of Injury complete? Yesor No Employer at time of injury

Employers Phone Employers Fax

Insurance Information:

Primary Insurance Policy Holder Name

Check if below policy holder information issameasfront (] Patient ID Number

Date of Birth / / Sex: M~ F SS# Relationship to Patient
Address City/State/Zip Home Phone
Employer Work Phone
Address City/State/Zip

Secondary Insurance Policy Holder Name

Check if below policy holder information is same as front [ Patient ID Number

Date of Birth / / Sex: M 1 F I SS# Relationship to Patient
Address City/State/Zip Home Phone
Employer Work Phone
Address City/State/Zip

0000000000000000000000000000000000000
If you are covered under your parents insurance, OR a minor, you MUST complete the following:

Mother's Name Date of Birth / / SS#

Are you covered under your mother'sinsurance? Y or N Employer Work Phone

Check if below is same as above 1

Address City/State/Zip Home Phone

Father's Name Date of Birth / / SS#

Form1.01 Patient Demographic
Revised 07/09/2019



Are you covered under your father's insurance? Y or N Employer Work Phone

Check if below is same as above [

Address City/State/Zip Home Phone

In the event that | (or in the case of a minor, the personal representative of said minor) cannot be reached directly to discuss Patient
Health Information, NOMS Healthcare is authorized to leave a message by voice mail, answering machine, with any individual listed
above as Emergency Contact(s), or with any individual who answers any of the telephone numbers as listed on Page One (1) of this
form.

Patient Signature: Date:

Parent of Guardian Signature: Date:

Initials of person completing the form, if other than the patient:
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