Huntington Family Medicine 

50 Bellefontaine St. #403

Pasadena, CA 91105

Full Name: ____________________________________
Date:__________________
Date of Birth: ____________________ Age: ______ SSN: _______________________

Address: ________________________________ City: __________________________
Zip: ____________________ State: _______________ Cell Phone _________________
Home Phone: ________________ Work Phone: _________________ Ext#:___________

Email: __________________________________________________________________
Complete this section only if someone other than the patient is financially responsible.
Responsible Party: _________________________ Relationship to patient: ___________

Age: _____________ Date of Birth: _________________ SSN: ____________________

Address: ________________________________ City: ___________________________

Zip: _______________________ State: _____________ Cell Phone: ________________

Home Phone: _____________________ May we send Information Here? Yes / No 
Emergency

Name: _______________________________ Relationship: _______________________

Address: _________________________________ City: __________________________

Zip: ______________________ State: ______________ Cell Phone: ________________

Home Phone: ______________________ Work Phone: __________________________

Are we able to leave voicemail? Yes / No 

Insurance Information

Primary Insurance

Name of Insurance Company: __________________Insured’s Name: _______________

Group Number: _____________________ Policy ID Number: _____________________

Secondary Insurance 

Name of Insurance Company:_________________ Insured’s Name:_________________
Group Number:______________________________ Policy ID Number:_____________
Our office will file insurance for all reimbursable services, to both your primary and secondary insurance carriers. Please remember that you are responsible for all deductible, copay, and non-covered services. 

Assignment of Benefits

I hereby assign to Huntington Family Medicine any insurance or other third-party benefits available for health care services provided to me. I understand that Huntington Family Medicine has the right to refuse or accept assignment of such benefits. If these benefits are not assigned to Huntington Family Medicine, I agree to forward Huntington Family Medicine all health insurance and other thirds-party payment that I receive for services rendered to me immediately upon receipt.

Signature of Patient/Legal Guardian: __________________________ Date:_______________

