
Peachtree Immediate Care & Occupational Medicine 
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Please Print All Information Legibly 

Date: _____/_____/_____                                                                    
 
Patient’s Full Name: ___________________________________________________________________________ 
    Last    First   Middle Initial 
Patient’s Date of Birth:  _____/_____/_____                 SSN: _______-_________-_________  
 
Patient’s Status:   Married     Single     Other                Employee   Full-time Student    Part time Student 
Home #: _____________________________                 Work #: ____________________________________ 
Cell #: _______________________________                  E-Mail:_____________________________________ 
 
 Mailing Address: ____________________________________________________________________________ 
      
____________________________________________________________________________________________ 
CITY      STATE    ZIP CODE 
 
Employer Name:  ____________________________________________________________________________     
Employer Address:  ___________________________________________________________________________ 
Employer Phone#: ______________________________________ 
 
Emergency Contacts: (PLEASE LIST THE RELATIONSHIP) 
 
1) __________________________________________ Hm #____________________ Cell#__________________ 
Relationship_________________________________ 
 
2) __________________________________________ Hm #____________________ Cell#__________________ 
Relationship_________________________________ 
 

Nature of visit: ________________________________________________________________ 
Is this an Illness Yes / No                        Onset of Illness: ____________________________ 
Is this an Injury   Yes / No                      Date Injury Occurred: _______________________ 
Auto      Work      Other: _________________ 
Details of Injury: ______________________________________________________________________________ 
 
Primary Insurance Guarantor Information:      
*This information is required in-order to submit your claim, if any of this information is omitted it may cause your claim 
to be rejected. 
** If you have a secondary Insurance that you would like us to file please submit that information with this form. 
 
*Name of Person who carries the Insurance: _____________________________________________________ 
 
Address (if different from patient)_______________________________________________________________ 
 
Phone# ____________________________      Cell#_______________________________ 
 
Insured’s Employer   ______________________________________________________ 
 
*Birth date of Person Who Carries the Insurance: _____/_____/_____ Male / Female 
  (Required)  
 
Insurance Carrier’s Social Security Number____________-________-______________ 
Patient’s Relationship to Insurance Carrier:   self      spouse     child        other 
 
 

Office Use Only: 
Benefits Verified   Y    /     N 

Type Visit:  U/C   W/C    Occ Med    Auto 
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If other insurance, please provide all insurance details below 
_____________________________________________________________________________ 
 
Secondary Insurance Guarantor Information:      
*This information is required in-order to submit your claim, if any of this information is omitted it may cause your claim 
to be rejected. 
 
Name of Person who carries the Insurance: _______________________________________________________ 
 
Address (if different from patient)________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Phone# ____________________________     Cell#_____________________________ 
 
Insurance Carrier’s Employer_______________________________________________ 
 
Birth date of Person Who Carries the Insurance: _____/_____/_____ Male / Female 
 
Insurance Carrier’s Social Security Number____________-________-______________ 
 
Patient’s Relationship to Insurance Carrier:   self      spouse     child        other 
 
If other please provide all insurance details below 
_____________________________________________________________________________________________ 
 
 
 
 
 
 
 
 
 


