
[image: image1.jpg]DdheraPelle T



Patient Information
Name of Patient: __________________________________________________________      Date: __________________



        (last)                                         (first)                                      (middle)

Mailing Address: __________________________________________________________________________________

City: ______________________________  State: __________________________         Zip Code: ____________________

Phone:  Home: ________________________ Cell: __________________________ Other ________________________

PREFERED CONFIRMATION METHOD:      □ TEXT      □ EMAIL     □ PHONE CALL  

E-Mail Address: _____________________________________     Social Security #:______________________________
Date of Birth: _________________________        Marital Status:     □ Single     □ Married     □ Other

Occupation: ______________________ Employer: ________________________ Work Phone: ________________ 

Reason for Visit: _________________________________________________________________________________ 

Work Injury:  Yes_____      No_____   If yes, date of injury ______________________________________________

Emergency Contact Name: ___________________ Relationship: __________________ Phone: _______________

What information can we share:     □ Health Information     □ Billing     □ Other

List family members, physicians or persons (including phone #) whom we may inform about your medical condition:+
__________________________________________________________________________________________________


Who can we thank for referring you: _____________________________________________________________

May we use your name when thanking them? (if applicable, please circle):  YES or NO 

CANCELLATION POLICY
Please arrive 15 minutes prior to your scheduled appointment time. This will allow enough time to fill out and update any needed forms and begin your appointment as close to the scheduled start time as possible. A late arrival may result in the need to reschedule your appointment so that we may best serve you as well as the other clients that day. We ask that you please make any changes to your appointment no less than 24 hours prior to your appointment to avoid any cancellation fees. 
Patients who no-call/no-show their appointments may be subject to cancellation fees.


I understand that I am responsible for the payment of all services rendered and I agree to follow the established credit policy of this office.

PATIENT SIGNATURE: _________________________________________________________ DATE: ________________
HIPPA NOTICE OF PRIVACY POLICY 

I, ___________________________________, understand Dr. Charles P. Virden’s Notice of Privacy Policy (HIPAA)

and hereby        □  request       □  decline        a copy for my personal records.

PATIENT SIGNATURE: _________________________________________________________ DATE: ______________
Charles P. Virden, M.D., F.A.C.S.

960 Caughlin Crossing N. Suite 100 Reno, NV 89519
Phone: 775-348-9798  Fax: 775-348-5809
www.therapellet.com 

