Mario A. Salinas MD F.AC.0.G. %e,(i.\‘ﬂ;?d: Jennifer K. MeDonald DO F.ALO.G

&
i fa S

FirsT Name: Last Name:
Fermanent Addrecs:
City: State: Zip Code:
DPate of Birth: S5 number:
Heme Fhone: Cell Phone:
Email Address:
Employer: War Fhone:
¥iork Address:
City: State Zip Code:
tMarital Status: Single Maried | Diworced Wiclomsd
Spouse Name:
Spoues Employer Work Mu mbet:
Spouses DOE: Spouses S5 number:

EMERGENCY CONTALT
Name: Felationship:
Home Phone: Cell Fhone:
Feferred Bry: Primary Care Physician:
| prefer to be contacted by: (Check all that apply)
o Home phone (Message Ok O/ Mo meseage ) o Work phone (Message OF 00/ Mo message O0)
o Cell phone (Memsage OK O # Mo message O) m] Email

PHARMALY INFORMATION

by prefernsd phamacy: Fhone:
Utlsas initialed this pharmacy will be ueed for all called in prescriptions {initial hens)
| prefer 1o use & mail order prescription service for three months atatime ___ {Initial hens)

INSURANCE INFORMATION
Frmary Insurance: Secordary:

INSUEANCE ALUTHORIZATION
| authonze the releacs of any medical information Heceseary T process My insurance claite. | request That all payen Te be made on
my behalf, and that all the benefits be assighed for physician services To Mario Salinas MD or Jennifer McDonald BO. | understand |
am responsibls for payment of any balancs not paid by my nsurance compary as outlined in My scheduls of benefite and s applicable
under the law.

Fatient Signature [Date



