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First Name Middle Name Last Name Gender

E Male EI Female
Street Address City,State,Zip E-mail Address (Required)

Date of Birth

/         /

SSN MaHtal Status

□ Ma面ed□ single口 Divorced□ Pa“nered□ Widowed
Preferred Phone Secondary Phone May we activate your Patient Portal so you

may.rccess your records E] Yes EI No
Whatisyourpreferredmethodofcontact?EHomePhone

Employer   □ check here ifRetired Occupation Referred By

Emergency Contact Contact Phone Relationship to Patient
E Spouse tr Child tr Sibling E parent E FriendRace fl White E Black or African American E Hispanic EIAsian E Pacific Islander

E Unreported/Refused to ReportEl American tndian E Other Race:
Pref'erred Language etnnic

El Unreported.iRefused to Report
Do you have an Advanced Directive or Living Will? E Yes (Please provide a copy for oflice .""ord.jE 1.il
Name Financially Responsible Party SSN ofhsured Date ofBirth

/           /

Relationship of Financial Party to patient: E Self'

Please list your healthcare provider ofchoice)

Ptemier Urgent Care Premier F*,ly Health & Wellaess Ptemier Cenrer fot Healthy Aging
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夕  1熟Al二撫
( ) I D0 authorize PFH to leave a message on my E home telephone, EI cell phone, and/or E work phone
regarding laboratory/test results and imaging studies However, I understand thot seisitive'information and/or results lhutwill require medicaionfollow-up or discussion will require that I moke an appointment wiih rhe physician.
( ) I Do NoT authorize PFH to leave message on my telephone (home, cell, or work) regarding any type of testingresults, I will accept lhe responsibitity of making an appointmeil wirh the physician io oitarn the results.
( ) I hereby give consent to my health care provider to discuss or release my private health care information to

(i.e.Spouse,parent,care‐ taker):Name:             _Relationship to patient:
Name: Relationship to patient:

re or Authorized Party:

?*?l::,::T'j::5::::^:":::ig:-r?i'-T?,Il1r'"q*'t uipoi,unil;;;"#;;il;#,q;1,#;"i,":i;ili:",'

(initiats) I hereby consenr that iwillnoi c; 
"ry 

**.dirgffi;i;A iryHealth this includes items such as sameras, voice recoiders, phonies and google glasses.

器磯織醐輔盤i麟榊厭鳳t棚鵬∬皿
ithe tens ofthe Premier Family Health,PA

*""*"::*::i*:::i::: il'-,.;:T::'u# '"nt 
through trre portai uu ,"t u" "r,*r."d;; il#ffiiJ# J;;5',t":::provide your email address for tlris function: emai[)

Patieat Name or Aurhorized farty (pnntea) Patient Signarure or Authorized party Date

Vttness Name (printed) Witness Signature Date

夕R鷺ヨXl黒:聰
By my signature, I am giving PFH authorization to obtain medical records or any past records pertinent to my health carefrom any consulting physician or other health care facilty treating me duri-ng the course my care at this facility.

I hereby request that any specific records needed foimy care be rieased to:

I,:"ffi,IffiITT"Ji:,t'fi
Wellington, Florida 33414

Office: (561) 79&3030 Fax: (561) 7gB_8242

Patient's Full Name (print) Date ofBirth Social Security Number

Padent's3gnaure o Date

Ptemier Utgent Care Premier Family Health & Wellness Ptemier Center for Healthy Aging


