
PATIENT INFORMATION FORM
** Please Accurately Complete Entire Form **

   Date _________________
Phone: (706) 868-5676          Toll Free: (800) 801-9125

         J. Douglas Harmon, M.D.

        W.  Andrew Wells, M.D.         R. Glen Owen, Jr., M.D.           R. Tyson Deal, M.D.

Patient Information

  Mailing Address  ______________________________________ City ______________ St. _____ Zip __________
  Physical (Street) Address ___________________________________ City _____________ St. ____ Zip _________

  Primary Care Physician _______________________________________       Phone Number ____________________
  Employer Name _____________________________________________       Phone Number ____________________  

Responsible Party Information

  Responsible Party Name _____________________________________    Relation to Patient _________________
  Address  ______________________________________________ City _____________ St. _____ Zip __________
  Home Ph._____________  Cell Ph. ______________  SSN __________________  Date of Birth ____/____/______
  Employer Name ___________________________________________  Phone Number __________________  

Primary Insurance Information

  Primary Insurance Company ______________________________________________________________________
  Member Name ______________________________  Member ID# __________________  SSN _________________
  Group Name ____________________________________________  Group # ____________________________

  Employer Name ___________________________________________   Phone Number ____________________
  Address _______________________________________ City __________ St. ____  Zip ______  

Secondary Insurance Information

  Secondary Insurance Company ____________________________________________________________________

  Group Name ________________________________________________  Group # ___________________________

           Self Pay        Drivers License or State ID# ________________________    State ______________________

        Edward A. Porubsky, M.D.           George W. Thurmond, M.D.
         Alan B. Whitehouse, M.D.         Carl M. Nechtman, M.D.          Robinson W. Schilling, Jr., M.D., F.A.C.S.

         William E. Barfield, M.D.        Christopher L. Vickery, M.D.

Please Print Clearly. All Information must be filled out completely before services can be rendered.

  Full Name _________________________________________________    SSN ________________________

  Home Phone _________________   Cell Phone _________________  Email  _______________________________       
  Date of Birth ___/___/_____    Age _____   Marital Status  __ S __ M __ W__ D       ____ Male   ____ Female

The responsible party is the adult person signing the Ins Release and HIPAA Form.

Please enter the Primary Policy Holder's information here (i.e. self, mother or father)

  Relation to Patient ____________________    Date of Birth ___/___/_____       ___Male  ___Female

Please enter the Primary Policy Holder's information here (i.e. self, mother or father)

  Member Name ____________________________ Member ID# _________________ SSN _________________

  Relation to Patient ____________________   Date of Birth ___/___/_____       ___Male  ___Female

Self Pay Information (No Insurance)

340 N. Belair Road
Evans, GA 30809

1303 D'Antignac St
PO Bldg 4 Suite 1000
Augusta, GA 30901
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