
WEST ATLANTA INTERNAL MEDICINE 
6128 Prestley Mill Rd. Suite 

Douglasville, GA 30134 
                                                                                                                                                                                                                

                                                                                                                                            
    Date:_______/_______/________ 

 
PATIENT INFORMATION RECORD (please print answers) 
Name ____________________________________________________ Nickname_________________________________ 

Address____________________________________________________ Home Phone _____________________________ 

City______________________ State ______ Zip___________________ Cell Phone _______________________________ 

S.S.# ______________________Age _______ Date of Birth ______/_____/_______ E-mail__________________________ 

Sex______ Marital Status _______ Student? yes� no� School _________________________ 

Employer’s Name (Patient’s or Legal Guardian’s)____________________________________________________________ 

Employer’s Address___________________________________________________________ Phone __________________ 

Spouses’/Other Parent’s Name _________________________ Employer ________________ Phone __________________ 

Physician ___________________ Phone _________________ Other M.D. __________________ Phone_______________ 

Referred by _________________________________________________________________________________________ 

Were you injured while working? (Workers’ Comp) [ ] NO  [ ] YES.  Date of Injury _____/______/_______ 

Accident? [ ] NO  [ ] YES.  Type: [ ] Motor Vehicle,  [ ] Other _________________ Date of Accident _____/______/________ 

Are you represented by an attorney? [ ] NO [ ] YES.  

Attorney’s Name _______________________________________________ Attorney’s Phone # ______________________ 

 
FINANCIAL INFORMATION 
Check one: Who will be responsible for your account? �Self �Spouse �Father �Mother �Other ______________________ 

Responsible Person’s Name _________________________Soc Sec # ________________ Date of Birth ____/_____/_____ 

Address ____________________________________ Phone ___________________ Work Phone ____________________ 

Employer’s Name _____________________________ Employer’s Address ______________________________________ 

Name of Insured (if different from Responsible Person) _______________________________________________________ 

Relationship_____________________________ S.S.#___________________________ Date of Birth _____/_____/______ 

Address ___________________________________ Phone ____________________ Work Phone ____________________ 

Employer’s Name ___________________________________ Employer’s Address ________________________________ 

Medical Ins. Co.__________________________________ ID# ________________________ Group:# _________________ 

 
FINANCIAL ARRANGEMENTS AND INSURANCE 
We are committed to providing you with the best possible care. If you have medical insurance, we will assist you in filing 
claims.  
 
I, the undersigned, hereby acknowledge that it is the policy of the office that all payments are made at each visit and I am    
responsible for payment of all services for the above patient to the physician, rendered not covered by Medicare assignment, 
Medicaid, workman’s compensation, or other benefits agreed by the provider of such services. ________ initial  
 
I authorize release of any medical information necessary to process this claim to third party carriers and also certify that the 
information contained herein is correct. _______ initial 
 
I authorize payment of medical benefits to the physician or supplier for services rendered. _______ initial 
 
Lifetime Authorization – Medicare Patients Only 
I request that payment of authorized Medicare benefits to be made to the physician or supplier for any services rendered to 
me. I authorize any holder of medical information about me to the Health Care Financing Administration and its agents any 
information needed to determine these benefits or the benefits payable for related services. ________ initial 
 
_____________________________________________________________   _____/______/________________ 
Patient’s Signature (Parent or Legal Guardian)                                                      Date 



 



 


