





PDEC

PORTLAND DIARETES & ENDOGRINOLOGY GENTER P.C.

Date: Primary Care Physician:

Physician Phone:

Referred By:

PATIENT INFORMATION
Patient Name:

Date of Birth:

Patient Email:

Social Security:

(FIRST, M, LAST)
Cell Phone: Home Phone: Work Phone: Male [ Female []
Address: City: State: Zip:
PHARMACY
Name: Address/Location:
Mail Order:

[1 Aetna [[] Byram[] ccs[] cvs/Caremark [] Providence Home Services [] Express Scripts[_] Medco[]Walgreens

[] other:

GUARDIAN INFORMATION

Name: Date of Birth: Phone:
INSURANCE INFORMATION
Primary Insurance: Member ID: Group #:
Insurance Address: City: State: Zip:
Subscriber Name: Date of Birth:
Secondary Insurance: Member ID: Group #:
Insurance Address: City: - State: Zip:
Subscriber Name: Date of Birth:
EMERGENCY CONTACT

1. Name: Relationship: Phone:

2. Name: Relationship: Phone:

[] Yes[_]1No 1 would like receive my general notifications via text message.

[ Yes [_] No 1 would like to sign up for the patient portal.

NOTICE: PATIENT PRIVACY
We are required by law to protect the privacy of your medical
information. We have avallable a detalled NOTICE OF PRIVACY
PRACTICES which fully explains the rights and obligations under the
law, both for the patient and for the clinic. Patients may obtain a copy
of the pollcy from our front desk. it is available in a notebook in our
Reception Area.

Acknowledged by initials: Date:

NOTICE: PRIMARY CARE RECOMMENDATION
PDEC physicians do not serve as Primary Care Providers; services are
limited to Endocrine conditions and direct complications, We strongly

recommend that you have a Primary Care Provider to manage general
health,

Acknowledged by Initials: Date:

ASSIGNMENT FOR INSURANCE BENEFITS AND AGREEMENT TO PAY
In consideration for services rendered,
| hereby authorize payment by my Insurer to the Physician or
Suppller
| authorize the release of any medical information necessary to
process this claim, as permitted by HIPAA Patient Privacy policles.
| agree to be responsible for payment of any co-pays,
deductibles, or other charges not paid by Insurance, including
non-covered services.

Patient Signature Date

























