Darcy G. Thomas, DO
60 Medford St #2
ARLINGTON, MA 02474
(978)873-6572
FAX (781)777-1652


If you have an HMO, please make sure you have a referral for your visit or you are responsible for any changes incurred.  Yes I am aware:________________________________________________________________


Patient Name:__________________________________________________   Date:________________________________________

Address (Street):______________________________________________________________________________________________
City:_________________________________________	State:________    Zipcode:_______________________________________
Cell Phone#:_______________________________	Home Phone #:________________________________________________
Email:___________________________________________________________________________________________________________
DOB:________________________ 	Age:___________	Occupation:__________________________________________
Sex: _________________________ 	Marital Status: ___________________    PCP:_______________________________
 
Emergency Contact Name/Address/Phone:_______________________________________________________________
____________________________________________________________________________________________________________________

Please tell us how you found out about us:________________________________________________________________
Please Circle if:         Google	 Referral, who:____________________       Other____________________________

PRIMARY INSURANCE COVERAGE

Subscriber’s Name:____________________________________________________________________________________________
Subscriber’s DOB:______________________________________________________________________________________________
Subscriber’s Address (if different from above):_____________________________________________________________ ____________________________________________________________________________________________________________________

RESPONSIBLE PARTY FOR MINORS
Parent’s Name:_________________________________________________________________________________________________
Address:_________________________________________________________________________________________________________
Phone:___________________________________________________________________________________________________________

EXTENDED AUTHORIZATION
I hereby authorize Dr. Darcy Thomas, DO to furnish information to insurance carriers concerning my illness and treatments and I hereby assign to Darcy Thomas, DO all payments for medical services rendered to myself or my dependents.  I am aware that it is my obligation to know my insurance company’s policies and that I am responsible for payment if I have not fulfilled their requirements.  
Signature:__________________________________________________________   Date:_____________________________________

CONSENT FOR TREATMENT

I hereby request and voluntarily consent to such office care, including routine diagnostic procedures and medical treatment as may be deemed necessary by Darcy Thomas, DO and/or her designees.  
Signature:__________________________________________________________   Date:_____________________________________
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