
NAME elddiM tsriF tsaL

xeS htriB fo etaD # ytiruceS laicoS

ytiC sserddA

Married

State Zip

Phone Home # # kroW # lleC

Email

Absolute Primary Care
Patient Registration Form

M F- -

Employer & Address

Emergency Contact Cell # Home #

piZ etatS ytiC sserddA

Occupation

Relationship

Primary Insurance Phone

piZ etatS ytiC sserddA

Name of Policy Holder Date of Birth

Relationship to Patient Employer

# ytiruceS laicoS dI puorG # dI rebmeM - -

Secondary Insurance Phone

piZ etatS ytiC sserddA

Name of Policy Holder Date of Birth

Relationship to Patient Employer

# ytiruceS laicoS dI puorG # dI rebmeM - -

We will not share your personal health information unless to prevent serious risk to you or others or required to
do so by law. You have the right to access your medical records and you have the right to revoke any written
authorization given to us. Such request must be in writing and acknowledged by us.

I hereby authorize the release of complete medical information to my insurance company, and to other medical
professionals and medical institutions that I may be referred to for treatment. I authorize my insurance benefits
to be paid directly to Absolute Primary Care Center. I have verified with my insurance company that Absolute
Primary Care Center is a participating provider and I am fully responsible if there are any unpaid claims by my
insurance company for any reason.

Patient Signature Date

New Patient

Patient Update

Race Decline American Indian Asian Black White Pacific Islander Others

Ethnic Group Decline Hispanic/Latino Not Hispanic/Latino Language

Patient Pharmacy:

First Middle Last



Absolute Primary Care
Patient Medical History

New Patient

Patient Update

htriB fo etaD emaN tneitaP

Have you ever been diagnosed with any of the following?

senotS yendiK esU gurD/lohoclA

esaesiD reviL aimenA

esaesiD gnuL sitirhtrA

esaesiD cigolorueN DPOC/amhtsA

reveF citamuehR recnaC

seruzieS niaP cinorhC

redrosiD peelS setebaiD

yrotsiH gnikomS noisserpeD

sreclU hcamotS esaesiD latineG

ekortS esaesiD traeH

sisolucrebuT sititapeH

esaesiD cigolorU erusserP doolB hgiH

1. Medication Reaction

Allergies

2. Medication Reaction

Injuries Date

Illnesses Date

Surgeries Date

Chief Complaints

Chief Complaint

When did your symptoms appear?

If you are pregnant, last menstrual period?

Medications you are currently taking:

1. Medication Dosage

2. Medication Dosage

Frequency

Frequency

Advanced Directive (Circle one):   Yes   No
Please provide a copy if answer is yes



•

•



Absolute Primary Care Center 
 

4218 W Charleston Blvd, Las Vegas, NV 89102 ■ Tel (702) 885 7185 ■ Fax (702) 243 0117 
 

Authoriza�on for Claims Payment and Reviews 

 
 
a. Assignment and Coordina�on of Insurance Benefits - I agree to provide informa�on 

regarding all group hospitaliza�on, health maintenance organiza�on, Workers' 
Compensa�on, automobile, and other health care benefits (“Insurance Plan(s)”) to which I 
may be en�tled. I hereby assign payment(s), if any, from my Insurance Plan(s) to Absolute 
Primary Care Center for services rendered to me. The direct payment hereby assigned and 
authorized includes any Insurance Plan(s) benefits to which I am otherwise en�tled, 
including any major medical benefits otherwise payable to me under the terms of my policy, 
but is not to exceed the balance due to Absolute Primary Care Center for services rendered 
to me during the applicable periods of medical care. 
 

b. Unauthorized, Non-Covered, or Out of Plan Services - I understand if my Insurance Plan(s) 
does not consider a service rendered during this visit or has not authorized the service, they 
will not pay for the service rendered during this  visit. I agree to be fully responsible for 
payment to Absolute Primary Care Center for any service if determined by my Insurance 
Plan(s) to be a non-covered service. I also understand and acknowledge that in the case of 
Out of Plan/Network services, there may be reduced benefits and I may be required to pay 
a larger co-payment, coinsurance or other charge In the event my Insurance Plan(s) does 
not reimburse these services provided to me, I acknowledge I will be responsible for any 
remaining balance.  

 
c. Interns, Medical & Nurse Prac��oner Students- I understand that interns, medical students 

and other health care professional students may par�cipate, under the supervision of an 
a�ending physician or other health care professional, in my care as part of Absolute Primary 
Care Center’s educa�on programs. 

 

By signing below, I certify I have read and understand the foregoing, have had the opportunity to ask 
questions and have them answered and accept the above conditions and terms and I agree to pay all 
charges for which I may be legally responsible including, but not limited to health insurance deductibles, 
co-payments, and non-covered. I also agree in the event my account must be placed with an attorney or 
collection agency to obtain payment, I will pay the reasonable attorneys' fees and other collection costs 
incurred by Absolute Primary Care Center. I understand and agree this document will remain in effect for 
all office visits to Absolute Primary Care Center, unless specifically rescinded in writing by me. 

 

PATIENT SIGNATURE: ------------------------------------                             DATE: -----------------------------    

RELATIONSHIP TO PATIENT: -------------------------------                                                        SELF



X
X
X

X
X
X

X
X
X

X

SELF


