La Pine Community
o VHERTH
(< 5EUER PATIENT INFORMATION DATA SHEET Date:

Patient’s Name:

(LAST, FIRST,  MIDDLE INITIAL)

Date of Birth: Sex: M or F (please circle) Patient’s SSN#:

Married Status: [ ] Child [ ]Single [ ] Married [ ]Divorced [ ] Widowed

If Married Spouses Name:

Home Phone: Work Phone: Cell Phone:

Mailing Address:

(PO BOX or Street Address) (City) (State) (Zip Code)

Physical Address:

(Street Address) (City) (State) (Zip Code)

Patient’s Employer:

Patient’s Driver License Number: State:

RESPONSIBLE PARTY INFORMATION

Name:
Date of Birth: Sex: M or F (please circle) SSN#:
Mailing Address:
(PO BOX or Street Address) (City) (State) (Zip Code)
Physical Address:
(Street Address) (City) (State) (Zip Code)

Relationship to Patient:

Responsible Party’s Employer:

Responsible Party’s Driver License Number: State:

FOR OFFICE USE

Patient History Form Completed Copy of Driver’s License
Copy of Insurance Card HIPAA Form
Changed PCP with COIHS Acknowledgement Form
Insurance/Financial Form UDS Demographics
New Patient Health History Clinic Information Sheet Given
Financial Policy Sliding Fee Schedule




