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HELPFUL  INFORMATION  FORM
Welcome!  Thank you for choosing our group.  In order to serve you properly, we would like the following 
information.  Please answer what you can.  All information is confidential.

Patient Name_______________________________________________ Date_______________
FIRST MI LAST

Birthdate________________ Female___    Male___    SS#_______________(you may decline)
Address_________________________________________ Home Telephone#_______________
City____________________ State______ ZIP________ Work Telephone #_______________
Please circle your situation:    Minor    Single    Married    Widowed    Divorced    Separated
Occupation______________________________________ Employer_______________________
Spouse’s Name___________________________________ Spouse’s Employer_______________
Spouse’s Work Phone_________________ If patient is a student, name of school/college, city, state: 
________________________________________________________________________
Person to contact in case of emergency___________________________ Phone#_____________
Address__________________________________________________________________________
Relationship_____________________________    Pharmacy______________________________

THE  INEVITABLE INSURANCE INFORMATION... but insurance is not necessary.
Circle here if  SELF  ,  then skip to the “Primary Insurance Co.” in this section
Name of insured__________________________________ Relationship to patient___________
SS# of insured________________________  (not required, but insurance won’t pay without it)
Name of insured’s employer________________________________________________________
Address of Employer______________________________________________________________

Primary INSURANCE Co:_________________________________________________________
Card#____________________________________     Group#_________________
What is your co-payment amount ? __________     Effective Date ___________
Do you have ADDITIONAL INSURANCE ?    YES_____  NO_____
If ‘YES’, please complete the following:
Secondary INSURANCE Co: ______________________________________________________
Card#____________________________________     Group#_________________
What is your co-payment amount ? __________     Effective Date ___________
Name of insured__________________________________ Relationship to patient___________
SS# of insured________________________  (not required, but insurance won’t pay without it)
Name of insured’s employer________________________________________________________
Address of Employer______________________________________________________________

Authorization, release, & responsibility statement...
I authorize the release of information and payments and am responsible for supporting this community 
service as outlined in the Consent to Care agreement.

Signature of patient or parent of patient_______________________________  Date__________
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Consent  to  Care  - Required by Your Government & Courts
I   ________________________________________________  am presenting myself for diagnosis and 
treatment by this not for profit group and I voluntarily consent to the rendering of such care including 
diagnostic procedures and medical treatment by its physician and authorized members or designees as 
may in their professional judgment be deemed beneficial or necessary.  I acknowledge that no guarantees 
have been made to me as to the effect of any such examinations or treatment; I understand any special 
procedure or treatment involving appreciable risk will be explained to me and that I may at any time 
discuss or decline such treatment.

I authorize this healer to provide a copy of my record for this visit and reports of any tests done during 
this visit to my other professional care givers to encourage continuity of care.

I understand that with the increased use of electronic communication and technology relevant patient 
information may be faxed, electronically viewed, and collected by those directly involved in my care and 
I authorize release of such electronic information as required for my direct  care and as proscribed by law 
for public health organizations and payment agencies.

I authorize any group hospital insurance, Medicare, Medicaid or health and accident insurance carrier 
covering my situation to have access to and make copies of this healer’s records pertaining to the case, 
and I authorize release of such information as may be necessary for the completion of health care claims 
to said carriers.

I authorize the payments of medical benefits, as described in the policy identified in my medical record, 
directly to Trailside Health and its members.  These payments are not to exceed the regular charges for 
the care provided.  I hereby direct the insurance company to forward their payment to Trailside Health.

I understand that I am financially responsible for any and all services rendered to this patient.  I also 
understand that Trailside Health might bill any insurance carrier I designate and that failure of the 
insurance carrier to pay within thirty (30) days of billing will revert responsibility to me.

I understand that my healing team includes physicians, nurses, counselors, educators and students all of 
whom have my full permission to discuss all of my health information including my mental health in 
order to provide comprehensive wholistic care and to constantly improve their care for my health.

If I am unable to pay I have the right to barter in goods or services or arrange to support this not for profit 
health endeavor in whatever way I may to continue their healing service for me and my community.

My signature below is my acknowledgement (1) that I have read, understood and agreed to the 
foregoing and this office’s HIPAA privacy policies, (2) that I hereby give my authorization and consent 
and (3) that I am bound  by this agreement.

Signed_____________________________________________________________________      Date____________________

Printed  Name   ____________________________________________________________

If the patient is unable to sign or is a minor,  please complete the following:

Patient is a minor  ____  years of age or is unable to sign because ______________________________________________

_______________________________________________________________________________________________________

Next of Kin or Legal Guardian  __________________________________Witness  _________________________________

[] No

[] No

[] No

[] No

[] No

[] No

[] No
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Consent  for  Release  of  Information - from ANY source TO any 

I, __________________________ , authorize our prior healer ___________________________ 
    (print your name)       (your older healer)

and their authorized agents to release my medical records or designated portions thereof to my  
new healer:  

________________________________________________________________
(name)

________________________________________________________________
(full address)

________________________________________________________________

________________________________________________________________

____ History & Physical        ____   Progress Notes ____ Laboratory Results

____ Treatment Reports        ____   Consultant Reports ____ Social Information

____ Complete Record            ____   AIDS Testing        ____  Substance Use      

____ Other (Specify)________________________________________________________

Signed_______________________________________      Date _______   Time ______ am/pm

Printed  Name  ________________________________      Date of Birth  _________________

If the patient is unable to sign or is a minor, complete the following :
Patient is a minor  _____  years of age or is unable to sign because_______________________
___________________________________________________________________________

Next of Kin or Legal Guardian  ___________________________________________________

    Witness  _______________________________________________

Please give this page to your prior physician...






