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IN ORDER FOR US TO PROVIDE YOU WITH COMPREHENSIVE, 
FAMILY ORIENTED HE ALTH CARE, PLE ASE SUPPLY THE  
FOLLOWING INFORMATION.

LAST NAME	 FIRST NAME		  MIDDLE INITIAL	 SOCIAL SECURITY NO.

ADDRESS & MAILING ADDRESS		  CITY			   STATE	 ZIP CODE

SEX	 MARITAL STATUS	 DATE OF BIRTH	  
£M   £F			    £S	 £D 

£M	 £W /	 /
HOME PHONE	 WORK PHONE	 CELL PHONE		  I prefer that TPMG leave a message on my:	

EMAIL ADDRESS		  PRIMARY CARE PROVIDER		  OCCUPATION

EMPLOYER	 EMPLOYER’S ADDRESS					     CITY		  STATE	 ZIP CODE

RACE					     ETHNICITY		  PREFERRED LANGUAGE£Native Hawaiian or other Pacific Islander	 £More than one race	 £Other race 
£American Indian or Alaska Native	 £Asian
£Black or African American	 £White

£Hispanic or Latino
£Not Hispanic or Latino

LAST NAME	 FIRST NAME	 MIDDLE INITIAL	 DATE OF BIRTH	 SOCIAL SECURITY NO.

ADDRESS & MAILING ADDRESS			   CITY			   STATE	 ZIP CODE

HOME PHONE	 WORK PHONE	 CELL PHONE

RELATIONSHIP TO PATIENT	 OCCUPATION	 EMPLOYER

/	 /

(	 ) (	 ) (	 )

(	 ) (	 ) (	 )

LAST NAME	 FIRST NAME	 MIDDLE INITIAL	 DATE OF BIRTH	 SOCIAL SECURITY NO.

EMERGENCY CONTACT AT DIFFERENT ADDRESS		  RELATIONSHIP	 PHONE

ADDRESS	 CITY			   STATE	 ZIP CODE

(	 )

PHARMACY NAME		  PHONE	 FAX

ADDRESS	 CITY			   STATE	 ZIP CODE
(	 ) (	 )

£PRIMARY INSURANCE	 £SECONDARY INSURANCE	 SELF PAY

 For your convenience, we wil l ass ist you or supply you with the information necessary to f i le your medical insurance. Please al low us to copy your insurance cards.

SIGNATURE OF PATIENT / RESPONSIBLE PARTY	 RELATIONSHIP OF PATIENT	 DATE

SIGNATURE OF PATIENT / RESPONSIBLE PARTY	 RELATIONSHIP OF PATIENT	 DATE

DEEMED CONSENT
U n de r V i r g i n ia l a w, i f  an y e m p l o y e e o r  ag e n t  o f  t h e p r ac t ice i s  e x p o s e d t o y o u r b l o o d o r  o t h e r b o d y f l u i d s i n a m an n e r w h ich m a y t r an s m i t  h u m an i m m u n o de f ic i e nc y  
v irus ( HI V ) or hepat i t is B or C v iruses , you shal l be deemed to have consented to tes t ing for in fect ious w i th HI V or hepat i t is B or C v iruses . In addi t ion , you shal l be deemed 
to have consented to the release of such test results to the person who was exposed.

FINANCIAL AGREEMENT AND INSURANCE ASSIGNMENT
I have au t hor ized t reat men t to pat ien t by any T P MG prov ider and / or any af f i l ia ted medical s t af f member ( s ) . I f ur t her au t hor ize re lease o f any and al l medical and / or 
bill ing information as is necessar y for third par t y reimbursement from my insurance carrier, Tricare or Medicare. I authorize direct payment from said insurer (s ) to this pract ice. 
I accept responsibil i t y for payment of all t reatment that the payor determines does not const i tute covered ser vices as well as at torney ’s fees of 3 3 1/ 3 % and any other related 
costs of collection should such action become necessary.

I WAS REFERRED TO THIS PRACTICE BY:

HIPAA Acknowledgement: All patients must initial one of the following:
	 I hereby acknowledge that I have been provided with a copy of the TPMG Notice of Privacy Policies.
	 I hereby acknowledge that I have been provided with a copy of the TPMG Notice of Privacy Policies but decline to accept it at this time.

BENEFICIARY NAME

HCN#

	 BENEFICIARY SIGNATURE	 DATE

I reques t  that payment of author ized Medicare benef i ts be made ei ther to me or on my behal f to TPMG for any 
services furnished me by their physician/supplier. I authorize any holder of medical information about me to release to 
the Centers for Medicare and Medicaid Services and its agents any information needed to determine these benefits 
or the benefits payable to related services.

I understand my signature requests that payment be made and authorizes release of medical information necessary 
t o pay t he c la i m . In M edicar e as s igned cas e s ,  t he p h y s ic ian or supp l ier agr ee s t o accep t t he char ge de -
t e r m i n a t i o n  o f  t h e  M e d i c a r e  c a r r i e r  a s  t h e  f u l l  c h a r g e ,  a n d  t h e  p a t i e n t  i s  r e s p o n s i b l e  o n l y  f o r  t h e 
deduct ible, coinsurance, and non-covered ser vices. Coinsurance and the deduct ible are based upon the charge 
determination of the Medicare carrier. 

IF YOU ARE A MEDICARE PATIENT, 
THIS SECTION MUST BE 

COMPLETED FOR PROPER  
PROCESSING OF YOUR ACCOUNT 

WITH THIS PRACTICE.

TPMG FORM: PATIENT INFORMATION REV 06/08/15

/	 /

£Home Phone	 £Work Phone	 £Cell Phone

PATIENT INFORMATION

Consent to Text: £Yes	 £No  Preferred #:
(	 )

Please provide our office with advance notice if you should need to cancel your appointment.  Failure to show for your 
scheduled appointment may result in a fee to the responsible party that is not covered by your insurance plan.

£Yes	 £No


