WorldPath Medicine Patient Demographic Information

Please complete the following and fax back to 617-450-0051 or e-mail. This information
is needed to register you within the healthcare facilities in which you will be receiving
care. Thank you.

Patient Last Name First Name Middle Initial
Street Address
City State Zip Code
Country
Telephone:
Home Business
Fax Mobile

Email Address

Date of Birth: / / Marital Status:S M D W
Spouse Name:
Religion: English speaking: Y N

Parents Name:

Emergency Contact Person (next of kin):

Name/Address

Telephone — Home Business Mobile

Travel Information: (where you will be staying when in Boston)

Name/Address (Hotel, Personal Residence)

What Date will you be arriving in Boston?

Telephone (where can we reach you in Boston, hotel phone, etc.)

What is your method of payment? (credit card, money transfer, cash)

Please name your illness and give us a detailed description of your iliness, so that
we may serve you better:




Credit Card Authorization Form

I, , authorize charges submitted
by WorldPath Medicine for services starting / 2009.

I understand that WorldPath may receive ancillary facility charges after the
original deposit. WorldPath may utilize this authorization up to six months
from the last date of service.

Mastercard VISA American Express

My credit card number is:

Expiration date: 3/4-digit code

Name on credit card:

Cardholder signature:

Please complete the above and fax to 617-450-0051



