
 
 
 
The information requested is held strictly confidential. It is used so that we can serve you better. Please fill ALL portions of the 
form. If you need help, please ask a member of our staff.  
 

Patient’s Name: _____________________________ Email: _____________________ 

Address_________________________________ City/State/Zip:__________________ 

Home Phone____________________  Cell Phone _____________________________   

Age________________ Date of Birth ________________ Marital Status:  M  S  D  W 

Occupation _______________________________ Work Phone __________________ 

Employed By ________________________________ 

Social Security Number ________________________ 

Primary Insurance Carrier ______________________ 

Are you a Medicare Patient?   Yes ___ No ____ Medicare Number _________________ 
 

Spouse Name: _______________________ Employed By: _______________________ 

Spouse’s Work Number: __________________ 
 
Name to Contact In Case Of Emergency: _____________________________________ 
 
Emergency Contact Contacts:   Home___________________  Work ________________ 
 
Referring Physician ________________________ 
 
How Did you Hear About Us? _________________  
 
 Signature of Patient/Guardian ____________________________  Date____________ 
 
 
 
Database Consent Form 

 
I hereby give permission for Quality of Life Medical Centers to add the following information to a database designed to find 
candidates for future medical studies. QLMC may from time to time contact me about medical studies or other offers. All 
information is strictly CONFIDENTIAL. 
 
Demographics, Medical History, Allergies, Medications, Family History 
 
Candidates Signature _____________________________  Date __________________ 

 
Witness _________________________________                Date __________________ 
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