Kentucky Ginseng Chinese Medicine Patient Information Form

Patient Information (please print and complete in full)
Name: __________________________________________________   Today's Date: ________________

Address: __________________________________________________Zip Code: ___________________________________

Home Telephone #: _______________________


Work Phone #: _______________________________

May we leave messages for you at home?  __________  at work?  ____________

Date of Birth: ________________________
Age: ____________
Sex: ___________

Social Security #: ______________________________

Marital Status: ________________________________

Emergency Contact: _______________________________________Emergency Contact Phone #: ______________________

Who may I thank for referring you to Kentucky Ginseng? ________________________________________________________

Occupation: ___________________________________________________________________________________________

Employer's Name: ________________________________________________Telephone #: ___________________________

Address: ______________________________________________________________________________________________

Spouse's Name (or insured parent): ________________________________________________________________________

Address & Phone # (only if different from above): _____________________________________________________________

______________________________________________________________________________________________________

Physician's Name: _______________________________________________Telephone #: ____________________________

Physician's Address: _____________________________________________Date of last visit: _________________________

Primary Insurance: _____________________________________________Telephone #: ____________________________

Insurance Billing Address: ________________________________________________________________________________

Policy Holder's Name: ___________________________________________Relationship:________________DOB:________

Policy # / ID #: ________________________________________________Group #: _________________________________

Secondary Insurance: __________________________________________Telephone #:______________________________

Insurance Billing Address: ________________________________________________________________________________

Policy Holder's Name: __________________________________________Relationship: ______________________________

Policy # / ID #: _______________________________________________Group #: __________________________________

Assignment and Release (to be completed by all patients):

I acknowledge hereby having received a Privacy Rule Notice describing how medical information about me may be used and disclosed and my rights regarding this information. I understand that a late fee will be incurred for a cancellation within 24 hrs of my appointment.  If I have medical insurance, I hereby authorize and assign my insurance benefits to be paid directly to Kentucky Ginseng Chinese Medicine LLC.  I understand that I am financially responsible for any services not covered by insurance.  I also authorize Kentucky Ginseng to release any information to process any claims and to provide treatment. 

Signature of Patient/Guardian: __________________________________________________Date: ____________________

Please turn over

