Gwinnett

winhe H H
URGENT CARE Guarantor/Subscriber Insurance Information
& Family Practice

Subscriber Full Name:

PATIENT INFORMATION Subscriber Date of Birth:

Patient Full Name: Sex: FEMALE MALE
Date of Birth: Phone Number: Subscriber SSN:
Alternative Phone Number: Subscriber Relationship to Patient:
Sex: FEMALE MALE Subscriber Address:
Race:

o American Indian/Alaska Native Subscriber Phone Number:

© Asian . EMERGENCY CONTACT

o African American or Black

o Hispanic or Latino(a) FULL NAME:

o Pacific Islander

o  White PHONE NUMBER:

o Does not wish to answer ADDRESS:
Ethnicity:

o Hispanic or Latino
o Not Hispanic or Latino(a)
o Does not wish to answer NAME:

GUARDIAN INFORMATION

Patient SSN:

DATE OF BIRTH:

el o CONTACT NUMBER:
RELATIONSHIP TO PATIENT:
ISR IS e EGISRMENESEEE: BY SIGNING BELOW, | ATTEST THAT ALL INFORMATION IS ACCURATE TO THE
o Single o Other o Full-Time o Student BEST OF MY KNOWLEDGE.
o Married o Widowed o Part-Time o Other PATIENT/GUARDIAN FULL NAME:

o Divorced o Disabled o Retired SIGNATURE:




