Ontario Medical Associates

Jeffrey C. Pitts, M.D.
PATIENT INFORMATION
***PLEASE PRINT CLEARLY***

Date: _______________
Patient Name:________________Date of Birth: __________ Sex: __Female __Male
Mailing Address: ___________________ City: _________ State: _____ Zip: _________

Patient Phone: _________________ Patient Cell: ________________________

Patients SSN: ____-____-______  Employer Phone : ___________ Occupation: _______

Marital Status: __Single ___Married: ___ Other: ___ Spouses Name: ________________

PRIMARY INSURANCE
Name of Carrier: _____________________ Policy #: ____________________________

Member Name: ______________________ Birthdate: ___________________________

SECONDARY INSURANCE
Name of Carrier: _____________________ Policy #: ____________________________

Member Name: ______________________ Birthdate: ___________________________

Do you give authorization for another person to receive your Private Health Information?__Yes__No

Authorized Person : ________________________________________________

Authorized Person: ________________________________________________

Referring Provider: ________________________________________________


Emergency Contact : _____________________Phone: _____________________ Relationship: _________

How did you hear about us? _______________________________________________________________







