
 
 
 

Welcome to Simmons Care Clinic.  We look forward to caring for you.  To better serve you, please complete 
the information below.  This form will need to be completed annually. 

          
 
Today’s Date____/____/____ 
 
 

_______New Patient      ______Name Change _______Address Change 
 
Last Name______________________________First____________________________Middle________ 
  
Date of Birth:  ____/____/____             Social Security: ____/____/____             Male_____ Female_____ 
 
Race:  _____ Hispanic       _____Caucasian (white)       _____ Asian      _____ African American or Black        
_____ American Indian        _____ Other 
 
Preferred Language:  _________English     _________Spanish     _________Other 
 
Marital Status:  _____Single        _____Married        _____Divorced        _____Widowed        
_____Separated        _____Partnered 
 
Address: _____________________________________________________________Apt. #__________ 
 
City: _________________________________________________State:_________Zip:______________ 
 
 Home # :(______) __________Cell # :(_______) ______________Work # :(_______) ______________ 
 
 
Parent or Guardian if patient is under 18: 
 
Name: ___________________________________________   Telephone# :(_______) ______________ 
 
Date of Birth: ________/________/________        Social Security Number: _______/________/________ 
 
Relationship to patient: _________________________________________________________________ 
 
Address: ___________________________________________________________Apt. #____________ 
 
City: ___________________________________________State:_______________Zip:______________ 
 

 
 
Emergency Contact Information: 
In case of an emergency, who should be notified? _______________________________________________________________ 
 
Relationship: _______________________________________Telephone# :(______) ________________ 
 

 
 
Preferred Pharmacy: 
Simmons Foods along with Wal-Mart and Cornerstone Pharmacies have made a partnership on 
medications filled at these Pharmacies.  If you are on Simmons Insurance and are prescribed a generic 
medication by the provider, your co-pay will be waived.  You are under no obligation to use Wal-Mart or 
Cornerstone but if you choose to do so you will receive this benefit.  We frequently call in medications if 
the prescriber chooses to do so, please fill in your preferred pharmacy so we have on file where to call 
your medications. 
Pharmacy: _________________________________ Location: _________________________________ 
 

 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
Consent to treatment and Testing:  I hereby consent to the physicians of Simmons Care Clinic to 
perform or order the performance of any medical treatment including testing for infectious disease, for the 
patient with a distinct understanding that the doctor and the doctor’s assistants do all they deem 
necessary and the Simmons Care Clinic is not responsible for acts performed pursuant to instruction of 
said physician.  I understand that during my treatment the physician may either specifically or by previous 
arrangements request that other provider(s) render professional services on the patient’s behalf.  
Initials ______ 
 

 
 
Notice of Privacy Practices:  Received NPP?  _____ Yes          _____ No   
If no, state reason:  ___________________________________________ 
 

 
 
Sharing Protected Health Information:  (Choose only one option) 
I have indicated by checkmark my desire regarding sharing Protected Health Information (PHI) with 
family, friends, interpreters or others involved in my care or payment for my care.  
 
_____ I understand that by taking any of the above noted parties into the treatment room with me, I am 
allowing the provider to freely discuss my care and treatment in an unrestricted format. 
 
_____ I understand by choosing to restrict PHI, I must inform my provider in writing what protected health 
information I do not want discussed in the presents of others. 
 
_____ I understand that by choosing to object to PHI being shared, I will not be allowed to have anyone 
accompany into the treatment area. 
 
I give Simmons Care Clinic permission to discuss my medical information including but not limited to 
appointment schedule information, exam results, lab results/test results, and prescription/medication 
information to the following people: 
 
Name: _______________________________________Telephone #: (_____) __________Initials______ 
 
Name: _______________________________________Telephone #:  (_____) __________Initials______ 
 
Name: _______________________________________Telehpone #:  (_____) __________Initials______ 
 
 
AUTHORIZATION TO LEAVE MESSAGE: 
I authorize my treating provider(s) associated with Simmons Care Clinic to leave messages regarding my 
medical condition, such as lab reports, other test results, medication, and appointment reminders on my 
home answering machine.  This authorization will be in effect until I have given WRITTEN notice to 
Simmons Care Clinic to the contrary.            _________YES ________NO    
Initials____________________ 
 
 
AUTHORIZATION TO CONTACT AT EMPLOYMENT: 
I authorize the physicians associated with Simmons Care Clinic to leave messages regarding my 
appointment, or regarding making a follow-up appointment at my place of employment.   This 
authorization will be in effect until I have give WRITTEN notice to Simmons Care Clinic to the contrary. 
                                                                                      _________YES ________NO    
Initials___________________ 
 
_________________________________________________                       __________ 
Patient Signature                                                                                              Date                                             
 
_________________________________________________                        __________ 
Print Name                                                                                                        Date of Birth                                                 


