NEW PATIENT INFORMATION

Patient’s Name, Phone

May we leave a message regarding your medical care at this number? __ Yes __ No

Address Social Security No.
City State Zip

Date of Birth Age Sex Marital Status
Employed By Phone

May we leave a message at this number? _ Yes _____No

Address Occupation

Emergency Contact

May we leave a message regarding your medical care with this person? Yes No

Address

Employed by Phone

Referred by

Brief Reason for today’s visit

INSURANCE AUTHORIZATION AND ASSIGNMENT
I understand that payment is due at the time of service. I hereby authorize the release to my insurance carriers
of any and all information necessary to process insurance payments for medical services rendered to myself or
my dependents and I hereby assign to the physician all payments. I understand that I am responsible for any
amount not covered by insurance or authorized third party payer. This agreement shall be in effect for the
duration of this and any other treatments that shall be rendered to me or my dependents by Gregory E.
Morrison, M.D.

Your signature below also indicates that you have been advised of our HIPAA compliance and that you
may upon request receive a personal written copy of our Notice of Privacy Practices.

Signature Date







