[[] Cam Statian !

[[] Caww Station i
[] Care Statien
[ Care Statien iy
REGISTRATION AND CONSENT FORM
Date:
First Name: M Last:
Address: Marital Statuss  [JSingle TIMarried [ Other
City/State/Zip: Sex: [JMale  [JFemale
Home Phone: Work Phone:
Date of Birth: Soc.Sec. #
Are you under 187 Check here if no I If yes, please fill out below info:
Guarantor First Name: M Last: ¢

Check here if address is the same as above (1 If not, please fill out below info:

Address: City/State/Zip:
Home Phone: Work Phone:
Date of Birth: Soc.Sec. #-

/f you have insurance, please fill out the following:

Insurance Garrier: Insured {D:

Group #-

Insured Party Name:

Date of Birth of Insured Party:

CONSENT FOR TRE ENT AND RELEASE OF MEDICAL RECOR _
| give my permission to Care Station and its staff to perform upon me the foflowing procedures [F DEEMED NECESSARY: the taking of

health history, physical examination er diagnostic procedures including x-ray, electrocardiogram, audiogram, p.tmnanr fm::bun and
venipunciure {drawing of biood) for laboratory tests and treatment for my injury [ illness. if | should ha:mﬂwfdeuderm treatment
by Care Station and it's staff, | give Care Station and it's staff my permission to admimster treatment which they consider necessary

for my well being.
Imlm.tandﬂmthfunmﬁmmﬁqthfﬁlﬂninﬂmnﬂumﬁagmﬂcpweﬁnuaﬂ!mmtneu!nwﬁns.swilhe
released 1o the insurance carmier providing coverage fo me. Inmtmllﬂemmﬁcaihfmmﬂmtmfemdtumvmdaﬂﬂf

health care institution that | am referred to by Care Station. | understand medical information will be communicated fo a designated
representative of my employer {only if this is a worker's compensation of an employer paid physical examination service).
My signature or mark indicates that | have read and understood this consent, and | consent o treatment.

Patient | Guardian Signature:

Revised 06/01/2006




