
																																																												

					Seth	Criner,	D.O.,	M.S.,	Inc.																													
	

PATIENT	INFORMATION	
NAME________________________________________	
ADDRESS______________________________________	
CITY_________________ST________ZIP_____________	
DATE	OF	BIRTH____________________AGE__________	
SOCIAL	SECURITY	#	_____________________________	
HOME	PHONE	_________________________________	
CELL	PHONE	___________________________________	
EMAIL	ADDRESS	________________________________	
EMPLOYER	____________________________________	
ADDRESS	_____________________________________	
CITY	________________ST_________ZIP____________	
WORK	PHONE__________________________________	
OCCUPATION__________________________________	
SEX	_______		RACE	________	LANGUAGE	___________	
ETHNICITY____________MARITAL	STATUS___________	

	
SPOUSE/PARENT	INFORMATION	

NAME	________________________________________	
ADDRESS	_____________________________________	
CITY	_________________ST_________ZIP___________	
DATE	OF	BIRTH	_________________________________	
SOCIAL	SECURITY	#______________________________	
HOME	PHONE	_________________________________	
CELL	PHONE	___________________________________	
EMAIL	ADDRESS	________________________________	
EMPLOYER	____________________________________	
ADDRESS	_____________________________________	
CITY	_________________ST_________ZIP___________	
WORK	PHONE	_________________________________	
OCCUPATION	__________________________________	
	

	
EMERGENCY	CONTACT_______________________________	PHONE	#________________________________________	
REFERRED	BY	_________________________________	PRIMARY	CARE	PHYSICIAN	_______________________________	
PHONE	NUMBER	PREFERRED	FOR	APPOINTMENT	REMINDERS	_______________________________________________	

PRIMARY	INSURANCE	
PLAN	NAME	___________________________________	
BILLING	ADDRESS	_______________________________	
CITY	______________________ST	______ZIP_________	
GROUP	#	______________________________________	
SUBSCRIBER	#	__________________________________	
EFFECTIVE	DATE	________________________________	
INSURED	NAME	________________________________	

SECONDARY	INSURANCE	
PLAN	NAME	___________________________________	
BILLING	ADDRESS	_______________________________	
CITY	_______________________ST______ZIP________	
GROUP	#	______________________________________	
SUBSCRIBER	#	__________________________________	
EFFECTIVE	DATE	________________________________	
INSURED	NAME	________________________________	

RELATIONSHP	TO	PATIENT________________________		 RELATIONSHP	TO	PATIENT	_______________________	
PHONE	#______________________________________	 	 PHONE	#	______________________________________	
	
	
DOES	YOUR	INSURANCE	REQUIRE	AN	AUTHORIZATION	PRIOR	TO	SEEING	A	SPECIALIST?			Yes___			No___	
DO	YOU	HAVE	A	COPAYMENT?		Yes	___		No	___		 AMOUNT	$____________	

	

WORKERS’	COMPENSATION	INSURANCE	INFORMAITON	

INSURANCE	NAME	______________________________	
ADDRESS	_____________________________________	
CITY	____________________ST	______	ZIP	__________	
PHONE	_______________________________________	
ADJUSTER	_____________________________________	

EMPLOYER	DURING	INJURY	_______________________	
ADDRESS	_____________________________________	
CITY	__________________ST	________ZIP__________	
PHONE	_______________________________________	
DOI	_________	CL#	________BODY	PART	___________	

PHONE	_______________________________________	
FAX	__________________________________________	

DOI	_________	CL#	________BODY	PART	___________	
DOI	_________	CL#	________BODY	PART____________	

NCM	_________________________________________	
PHONE	_______________________________________	
FAX	__________________________________________	

INT	NEEDED?	Y____	N____	PHONE	_________________	
NAME	OF	AGENCY	______________________________	

..	 	820	S.	Akers,	Suite	220	
Visalia,	CA	93277	

Phone:	559-733-3346	
Fax:	559-733-5059	



	
For	visual	identification	we	photograph	our	patients,	please	CHECK	if	you	DO	NOT	want	this	done:								
I	hereby	authorize	directly	to,	Seth	Criner,	D.O.,	M.S.,	Inc.		All	surgical	and	medical	benefits	otherwise		pay-able	to	me	
for	services	performed.		I	hereby	authorize	the	doctor	to	release	all	information	necessary	to	secure	the	payment	of	
benefits.	

Signature	__________________________________	Relationship	___________________	Date	_________________	

*Note:		please	notify	us	if	any	of	the	above	information	changes	during	the	course	of	your	treatment.	

	

I	authorize	Dr.	Criner	to	examine	me	today	for	my	medical	condition	and	to	prescribe	medications	for	my	treatment.		In	
the	event	my	physician	refers	me	to	another	provider;	I	authorize	release	of	my	records	to	that	provider	for	the	purpose	
of	coordination	of	care.	

I	authorize	release	to	my	insurance	carrier,	employer	(in	the	case	of	a	work-released	injury),	and/or	attorney	any	
information	necessary	to	process	and	pay	the	charges	incurred	by	me	from	this	physician.		I	further	authorize	my	
physician	to	release	records	relating	to	my	treatment	to	my	referring	and/or	primary	care	physician.		I	acknowledge	that	
I	am	responsible	for	any	co-payments	or	balances	due	that	remain	unpaid	by	my	insurance	carrier.	

I	authorize	my	insurance	carrier	to	make	direct	payment	to	the	above	named	physician	for	all	services	performed.	

_________________________________________________________________						______________________________	
	Signature	of	patient	or	guardian	 	 	 	 	 																				Date	

	

	

ACKNOWLEDGEMENT	OF	RECEIPT	OF	NOTICE	OF	PRIVACY	PRACTICES	

I	acknowledge	that	I	have	received	a	copy	of	the	Seth	Criner,	D.O.,	M.S.,	Inc.		Notice	of	Privacy	Practices.		I	understand	
that	the	Notice	of	Privacy	Practices	describes	how	Seth	Criner,	D.O.,	M.S.,	Inc.	may	disclose	and	use	my	protected	health	
information.	

Patient	name	_____________________________________________________________________________________	

Signature	___________________________________________________________	date	________________________	

	

If	signed	by	the	patient’s	person	representative,	indicate:	

Name	of	signer	___________________________________________________________________________________	

Relationship	to	patient	____________________________________________________________________________	

If	acknowledgment	not	signed,	indicate	reason	no	signed	and	efforts	made	to	have	acknowledgement	signed:		

_________________________________________________________________________________________________	

_________________________________________________________________________________________________

	


