@ Pacific Urgent Care Center — Sports Physical

Patient Information
Patient Name : Date Of Birth
Last First Mi (MM/DDI/YY)
Address:
Street Apt/Unit #
City: State: Zip Code:
Circle One: Male | Female Social Security #:
Phone (Mobile): (Home): Email:
Name of: (High School): (College): (Sports Program):
Emergency Contact Name: Relationship: Phone#:

MEDICAL HISTORY: (illnesses, hospitalizations, surgeries)

1. 2.
3. 4.
Allergies:
1. Reaction:
2. Reaction:
3. Reaction:
Medications:

Name Dosage How Many Times A Day
1.
2.
3.

COMMUNICATIONS AND PAYMENTAUTHORIZATION

I authorize PACIFIC URGENT CARE CENTER, its physicians, and staff, to use telephone or email message systems to aid
communication with me, or my authorized representative, regarding my treatment, appointments, financial arrangements, and in
response to any request I have initiated.

I authorize PACIFIC URGENT CARE CENTER to process charges on my credit card (s), debit card (s), bank account (s), and/or cash
payment (s) for the current visit charges. I understand that I am electing to go out-of-pocket for the sports physicals and will not be
provided documentation to submit for reimbursement from my insurance.

BY SIGNING BELOW, I ACKNOWLEDGE THAT I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION.

SIGNATURE OF PATIENT OR AUTHORIZED REPRESENATIVE DATE
A copy of any or all above signatures is as valid as the originals

1



