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Description automatically generated]Lauderdale Medical Group
●Phone: 662-489-6041 ●Fax:662-586-9998
Please fill out completely.
PATIENT INFORMATION
Legal Name: Last ______________________________ First ______________________________ Middle__________________
Preferred First Name: __________________________ Marital Status: □ Single □ Married □ Widowed □ Divorced
Date of Birth _______________________      Sex □Male □Female	SSN ________-________-__________
Street Address ____________________________________ City ___________________ State __________ Zip ____________
Home Phone (______) _________________    Cell Phone (______) _________________    
Race     □ American Indian or Alaska Native □ Asian □ Black or African American □ White or Caucasian   □ Native Hawaiian or Other Pacific Islander     □ Other ____________________ □ Declined
Ethnicity        □ Hispanic or Latino        □ Not Hispanic or Latino □ Declined
Employer_______________________________________________________    Work Phone (______) _________________ 
Pharmacy _______________________________________________        City  ______________________________________
Email Address __________________________________________________
Emergency Contact ________________________________ Phone (______) _______________   Relationship ____________
RESPONSIBLE PARTY (IF OTHER THAN PATIENT)
Name _____________________________________________________	Phone (______) _________________   
Date of Birth ____________________ Gender ________________	SSN ________-________-__________
Street Address ___________________________ City ___________________ State __________ Zip ____________
INSURANCE INFORMATION
Primary Insurance Company ________________________ Policy ____________________________ Group _____________
Patient’s Relationship to Insured □ Self □Spouse □Child □Other ______________ 
Name of Subscriber (if other than patient) _______________________________________________________________
Subscriber’s SSN# ________-________-__________ │Sex □Male □ Female │Date of Birth _________________
Employer of Subscriber ___________________________________________ Work Phone (______) _________________    
Secondary Insurance Company _______________________ Policy __________________________ Group _____________
Patient’s Relationship to Insured □ Self □Spouse □Child □Other ______________ 
Name of Subscriber (if other than patient) _______________________________________________________________
Subscriber’s SSN# ________-________-__________ │Sex □Male □ Female │Date of Birth __________________
Employer of Subscriber ___________________________________________ Work Phone (______) _________________    


By signing below, I acknowledge that the information I provided is correct to the best of my ability.
Patient/Guarantor Signature: ______________________________________   Date: ________/__________/_________
image1.png
/LMG
LAUDERDALE
MEDICAL GROUP




