
520 Medical Center Dr, Suite 200, Medford, OR 97504 
PHONE 541.282.6606  FAX 541.282.6601   

  
520 SW Ramsey Ave, Suite 101, Grants Pass, OR 97527 
PHONE 541.472.7800  FAX 541.472.7801 

 
 

 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES – (HIPAA) 

I acknowledge and agree that I have received a copy of Southern Oregon Cardiology’s Notice of Privacy 
Practices. 
________________________________________________  ___________________________________ 
Patient signature       Date 
 
____________________________________________________________________________________    
Print Name of Patient   Last    First   Middle 
 
________________________________________________  ___________________________________ 
Patient Legal Representative (if applicable)   Date 
 
________________________________________________  ___________________________________ 
Print Name of Legal Representative    Relationship to Patient  
 

                                      PATIENT INFORMATION 
 
Address of Patient ________________________________________________ City_________________  
 
State _________ Zip Code ___________________ Phone ______________________ Sex ___________ 
 
Social Security Number _________________ Birth Date ____________ Age ____ Marital Status_____ 
 
Patient Employer___________________________Occupation_________________________________  
 
Business Phone _________________________  Business Address______________________________ 
 
Emergency Contact _____________________ Phone _____________ Relationship ________________ 
 
Primary Insurance Holder’s Name _______________________________________________________ 
 
Relationship to patient _______________________ Social Security Number _____________________ 
 
Date of Birth __________________ Employer _____________________ Employer Phone __________  
  
Insurance Company ____________________________ Insurance Phone Number __________________ 
 
ID Number _____________________________ Group Number________________________________ 
 
Secondary Insurance Holder’s Name______________________________________________________ 
 
 Relationship to patient ________________ Social Security Number_____________________________ 
 
Date of Birth_____________________Employer____________________________________________  
 
Insurance Company __________________________ Insurance Phone Number____________________   
 
ID Number ___________________________________Group Number___________________________ 


