
 

Patient Information 
 

Patient Name: Last _______________________________ First___________________ MI _______ 
 

DOB:  Day __________ Month __________ Year __________       Male  or  Female     (please circle one) 
 

Is client a child?  No ___ Yes___    (lf yes, name, address and phone number of the adult legally responsible for payments 

due.   If no legal paperwork is provided, payment is required at time of service by the adult accompanying the minor child.) 
 

APO Address:  _________________ # _______________   Box #: _______________   

                          City:    APO              State:    AE                  Zip: ______________ 
 

German Address:  Street __________________________________ Number _______________  

                                City ____________________________________    Zip __________________  
 

Cell Phone: ______________________________________________  
 

Home Phone: ____________________________________________   
 

Work Phone: _____________________________________________ 
 

Email Address: ___________________________________________ 
 

Alternate Email Address: _______________________________________ 
 

 

 

Social Security #: ________-______-________    

 

 *We need this for medical billing purposes and to submit medical referrals to LRMC*  
 

 

 

EMERGENCY CONTACT: _____________________________ Phone: _____________________ 

How did you hear about our office?________________________________________________ 

 

 

Signature of Client:_________________________________________  Date:__________________ 

 
 

 

 

Updated as of Nov 2019 





Medical History 
Name (Last, First, MI): ____________________________________ Date of Birth: _______________ 
Major Health Concerns: ________________________________________________________________ 
Current Medication List: ________________________________________________________________ 

________________________________________________________________ 
OTC Medications/Herbal Supplements: _________________________________________________ 

__________________________________________________ 
Drug Allergies: __________________________________________________________________________ 

          __________________________________________________________________________ 

Past Medical History 
Disease/Condition Y/N Disease/Condition Y/N Disease/Condition Y/N 

Hypertension Cancer Anemia 
Heart Palpitations Thyroid Disorder Depression 
Heart Murmur GI Disorder Anxiety 
Heart Attack Bleeding Disorder Headaches 
Stroke Epilepsy Eye Disorder 
Diabetes Kidney Disease Allergies 
Asthma Hepatitis Other: 
COPD HIV 
Pneumonia Liver Disease 

Hospitalizations/Surgeries: ______________________________________________________________ 
______________________________________________________________ 

Family History 
Father Mother Paternal 

Grandparents 
Maternal 

Grandparents 
Siblings Children 

Heart Disease 
High Blood Pressure 
Stroke 
Cancer     *Age Diagnosed 
Diabetes 
Epilepsy 
Bleeding Disorder 
Kidney Disease 
Thyroid Disease 
Mental Illness 

Social History 
Cigarettes/Tobacco How Long: Packs/day: 
Alcohol Drinks/week: 
Recreational Drugs How often: 
Exercise Times/week: Duration: 



  
 

American Medical Center | Bahnstraße 104 | 66849 Landstuhl | Germany 
www.american-care.com | info@american-care.com 

Walk In & Medical Care | Telephone: (06371) 49 5021 | Fax: (06371) 49 5011 
Physical Therapy & Rehab | Telephone: (06371) 49 5020 | Fax: (06371) 49 5010 

American Medical Center Appointment “Cancellation/No Show Policy” 
 
Effective October 1st, 2019 any established patient who fails to show or cancel/reschedule an 
appointment and has not contacted our office with at least 24 hours will be considered a No 
Show and charged a 25 Euro fee for 30 minute appointment slots and 50 Euro fee for 60 
minute appointment slots.  
Any established patient who fails to show or cancel/reschedule an appointment with no 24 
hour notice a second time will be charged a 50 Euro fee for 30 minute appointment slot and 
100 Euro fee for 60 minute appointment slot. If a third No Show or cancellation/reschedule 
with no 24-hour notice should occur the patient may be dismissed from American Medical 
Center.  
 
If you are more than 10 minutes late for your scheduled time slot, you have forfeited your 
appointment. 
 
The fee is charged to the patient, not the insurance company, and is due at the time of the 
patient’s next visit. We understand there may be times when an unforeseen emergency occurs 
and you may not be able to keep your schedule appointment. If you should experience 
extenuating circumstances please ask for our Nurse Case Manager, who may be able to waive 
the No Show fee depending on circumstances. 
 

□  I have read and understand the Appointment Cancellation/No Show Policy and agree to its                   

        terms. 
 
 
________________________                                        ____________________________      
Signature       Relationship to Patient 
 
________________________                    _____________________________  
Printed Name      Date  



  

 

 
HIPAA Privacy Authorization Form and Data Release 

Authorization for Use and Disclosure of Protected Health Information 

 

Patient Name: __________________________________     Date of Birth: ________________ 

                   
I hereby authorize American Medical Center to release health information pertaining to the patient 
named above, to the entities listed below.  
 

Data Release: 
In accordance with the European Data Privacy Act (Europäische Datenschutz-Grundverordnung 
2016/679), American Medical Center requests that each patient sign this patient privacy data release and 
consent form which allows us to share your protected health information (PHI) or electronic health 
information (ePHI) with other medical service providers, as well as your health insurance company. 
 

 __________ (please initial) I hereby authorize email communication for the use and disclosure of my 
health information, invoices and open balance statements internally within the medical office, to my 
health insurance company, further treating medical providers and AMC Billing Department. 
 

Information to be released: 

__________ Results for tests, procedures, x-rays, ultrasounds, MRIs, labwork 
__________ Medical information as follows: prescription pick-ups, medical records, appointment     
                     days/times 
__________ Other information as described: ___________________________________________ 
 

Authorized Persons:  

Name: ________________________________________  Relationship: ____________________ 

Name: ________________________________________  Relationship: ____________________ 

Name: ________________________________________  Relationship: ____________________ 
 
__________ (please initial) In addition to the authorization for the release of my protected health 
information, I authorize the disclosure of information regarding my billing, condition, prognosis, and 
treatments. 
 

Effective: (please initial one) 

_____ This authorization shall remain effective indefinitely. 
_____ This authorization shall remain effective until the following date: _______ / ________ / _______. 
                                                                                                                      Day          Month        Year 
 

Rights of the Patient: 
I understand that I have the right to revoke this authorization in writing at any time. I understand that 
revocation is not effective in cases where the information has already been used or disclosed, but will be 
effective going forward. 

 
Patient Signature: _______________________________________________    Date: _________________ 


