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Charles E. Ingalls, MD
· Robert E. Engles, MD
· Ralph B. Redd, MD
PATIENT’S FULL NAME__________________________________________________BIRTHDATE______________________

MAILING ADDRESS________________________________________________________________________________________

CITY____________________________________  STATE_______________   ZIPCODE________________________
HOME PHONE____________________________________CELL PHONE________________________________________ EMPLOYER_________________________________________WORK PHONE_________________________________________
SOCIAL SECURITY #_________________________________________ DRIVERS LICENSE #__________________________
PREFERRED PHARMACY _____________________________________
PHARMACY #_____________________________
SEX (     )  Male      (     ) Female
         MARITAL STATUS    (     ) Single      (     ) Married      (     ) Divorced     (     ) Widow    
	REFERRED BY _______________________________  FAMILY PHYSICIAN_________________________



INSURANCE     (Please show receptionist insurance cards and picture ID)
(     ) Medicare #____________________________________   (     ) Medicaid #________________________________________
(     ) Other Insurance _________________________   Policy Holder _______________________________________
Contract #______________________________________Group # ________________ Date-of-Birth ______________
(     ) Other Insurance _________________________   Policy Holder _______________________________________
Contract #______________________________________Group # ________________ Date-of-Birth ______________

EMERGENCY CONTACT AND PERSON WE MAY RELEASE INFORMATION TO
NAME:  __________________________________________
RELATION:  _________________________________

PHONE #:  _______________________________________________________
AUTHORIZATION TO RELEASE MEDICAL RECORDS
I authorize Montgomery Vascular Surgery, P.C. to release all medial records and pertinent medical information to any insurer, governmental agencies providing benefits, or to anyone liable for charges, I also authorize release of said information to my referring physician and to other medical providers who are or may become involved in my treatment.
PRIOR CONSENT TO CONTACT BY PHONE/CELL PHONE
I, the undersigned, give Montgomery Vascular Surgery, its employees and/or agents “express prior consent” to contact me at any/all phone numbers, including cell phone numbers (by phone call or text message), for the purpose of treatment, insurance and/or payment.  

I authorize messages to be left on my answering machine and/or voicemail.
SIGNATURE_______________________________________________

DATE___________________________






