
PPAATTIIEENNTT  IINNFFOORRMMAATTIIOONN    
  

This information will be placed in your confidential medical record and will be used exclusively by the 

medical practice of Bayard W. Chang, MD to facilitate care. 

 

PLEASE PRINT -- THANK YOU! 
  

________________________________________________________________________  ____________________________________________________                  ____________  
Last Name      First Name    M.I. 

  

____________________________________ ________________________________________ 
Address       City, State, Zip 

 

___________________     ________________________________________________________ 
Date of Birth           Name of Spouse/Partner (Full Name) 

 

_______________________     ___________________________       _________________________ 
Home Phone #         Work Phone #          Cell Phone # 

 

_______________________      ___________________________       _________________________ 
Patient E-mail Address        Pharmacy Name       Pharmacy Phone # 

 
 

Please indicate your preferred contact phone # (circle one):      Home  Work     Cell        

 

May we leave a detailed message at your preferred phone #?           Yes No 

 

May we release your medical information to your spouse/partner?                Yes No 

 

Are you active on the patient health portal?       Yes No 

 

Do you check your email on a regular basis?               Yes No 

 

Do you have dependent children signed up for the practice?              Yes No 

 

 If yes, list name(s): _____________________________________________________________ 

 

Do you have an immediate family member(s) who is highly involved in your care?    Yes      No 

 

 If yes, list name(s) and daytime phone: ______________________________________________ 
 

 ____________________________________________________________________________ 

  

Do we have permission to contact them with medical information?                 Yes      No 
 

EMERGENCY CONTACT INFORMATION   
 

Please indicate an alternate contact: 

 

__________________________________________________________    __________________________________________  ____________________________________________  
Last Name     First Name     Relationship    

 

_____________________________  ____________________________ 
Home Phone #     Other Phone # 

 

 
 
 

___________________________________/_________________________________/_____________  

          Name of individual completing this form                  Signature                                                                     Date 
 
 

 
 
 

* Please complete ALL information and return to Dr. Chang’s office.* 


