
WELCOME TO PROMPTMD!

REGISTRATION FORM TODAY’S DATE:
(Please Print)

PATIENT INFORMATION
Patient’s last name:       First:       MI:        Mr.

 Mrs.
 Miss
 Ms.

Marital status:

Single    Mar    Div    Sep    Wid 

Birth date: Age: Sex: Social Security no.: Home phone : Mobile Phone:

             M  F

Street address:                                                     Apt #: Email:

                                                              
City: State: ZIP Code: Occupation: 
                  Employer:

IN CASE OF EMERGENCY:
Name of local relative or friend:

Relationship to patient: Phone no.:

           
Patient Preference for Confidential Contact:  mobile phone 

 home phone

 email Best time to call:
  Can leave message:

                           yes    no
How did you hear about PromptMD?
(check all applicable)

 family member/friend

Name: ____________________________

  community event

Which event? ________________________
 Facebook  Google  other 

website/internet
Why did you choose 
PromptMD?

REASON FOR TODAY'S VISIT
Symptoms:                                                                                                          For How Long?      

FOR MINOR PATIENTS: PARENT/GUARDIAN INFORMATION                                                      
Parent/Guardian Name  (if patient is minor): DOB:

Parent/Guardian Social Security no.: PHONE:

FINANCIAL POLICY   (We apologize that we are no longer able to accept checks as form of payment.)
Payment for today’s visit is expected at time of service.  We are not participating in health insurance other than Medicare.  
Prompt MD’s office visits start at $90 and are based on level of service.  Any additional procedures or lab tests are additional  
fees. You will be given a paid receipt and claim form for you to submit to your carrier for possible reimbursement according to  
your health insurance policy.  

Please indicate method of payment for today’s visit:  [   ] Cash   or   [   ] Credit Card   

Signature __________________________________     (We will ask for photo ID for security purposes)

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I (name of patient) _________________________________________________ acknowledge and agree that I 
have been given the opportunity to review a copy of PromptMD’s Notice of Privacy Practices.
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