
NORTHWEST DIAGNOSTIC  CLINIC  PATIENT INFORMATION 
New Patient            Updated Info                  Is this a work related injury or other accident? _________ 
 
__________________________       _____________________    ____    ______________        M/F    ______/______/_____ 
Patient’s Legal Last Name                First Name        M.I.      Nickname              Gender          Date of Birth 
 
____________________________________       _____________________    _____    __________    ___________________        
Patient’s Street Address                                       City                                   State       Zip Code              Patient’s SS # 
 
(____)______-__________     (____)______-__________      (____)______-__________   S/M/D/W    ________________ 
  Home Phone #                        Cell Phone #                             Work Phone #                  Marital Status    Driver’s License # 
 

Employed  (Full    Part    Self)       Student  (Full    Part)       Not Employed       Retired        Active Military Duty 
 
____________________________________________________________________________________________________ 
Patient’s Employer    Employment Address           Position 
 
__________________________      ___________________    ____     ____________________    (____)______-__________ 
Emergency Contact Last Name         First Name                M.I.      Relationship to Pt               Emergency Phone # 
 
Do You have medical insurance?  Yes      No   If yes, please complete the next section in full. 
              
  
 
______________________________________________________________      _________________________________               $__________________ 
PRIMARY INSURANCE COMPANY       HMO / PPO / POS / MC / EPO            Office Visit Copay 
 
________________________________________________________     ______   ________     (_____)_________________ 
Claims Address     Street/PO Box           City        State           Zip Code              Insurance Claims Phone # 
 
_________________________________________________________      _______________________________________        ______/______/_____ 
Policy/Identification #      Group #      Effective Date 
 
__________________________       _____________________    ____    ______________        M/F    ______/______/_____ 
Policyholder’s Legal Last Name                First Name       M.I.      Nickname                Gender          Date of Birth 
 
____________________________________       _____________________    _____    __________    ___________________        
Policyholder’s Street Address                                     City                          State       Zip Code         Policyholder’s SS # 
 
(____)______-__________     (____)______-__________     (____)______-__________  Spouse / Parent / Other:____________                         
  Home Phone #                         Cell Phone #                              Work Phone #                     Policyholder’s Relationship to Patient 
 
____________________________________________________________________________________________________ 
Policyholder’s Employer    Employment Address           Position 
 
IF YOU HAVE SECONDARY INSURANCE, COMPLETE THE REVERSE SIDE OF THIS PAGE 
              
  
I request that payment of authorized insurance benefits be made on my behalf to Northwest Diagnostic Clinic @ e-MDs for 
any services furnished.  I authorize Northwest Diagnostic Clinic @ e-MDs to release to the insurance company listed above 
any medical information about me or my dependent which may be needed to determine these benefits or the benefits payable 
for related services.  A photocopy of this assignment is to be considered as valid as the original until revoked.  I understand 
that I am financially responsible for all charges whether or not covered by insurance.  In addition, I am hereby notified that if 
I do not show for a scheduled appointment, or fail to cancel an appointment, a no show will be noted on my account, and I 
will be charged a fee of $25.00.  The clinic requires a 24-hour notice for all cancellations or reschedules.  With three no 
shows, I may be terminated from the practice.  I understand that this office holds my medical records in strict confidence.  
They will not be released to anyone without my explicit written permission.  All requests for the release of medical records 
must be in writing.  A reasonable fee may be charged for the compilation of medical records. 
 
________________________________________________________________   ______/______/_____ 
Signature of Patient  /  Guarantor**  (circle one)               Date Signed 
 

**Guarantor is the adult who completes this form.  If the guarantor is different from the 
insurance policyholder, please complete the guarantor section on the reverse side of this page. 
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