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PATIENT INFORMATION FORM
Family name: _______________________________________________
Name: ____________________________________________________
Gender:   
⃞     Male  

⃞    Female aa 
Date of birth:
   __ __ / __ __ / __ __ __ __
          DAY               MONTH                        YEAR 
Nationality: ____________________               
Resident in Poland   
⃞     aa          
Tourist aa  
⃞    
Passport: _____________________   
PESEL:   _ _ _ _ _ _ _ _ _ _ _
	LEGAL GUARDIAN DETAILS (IF MINOR):
Family name:   ________________________________________________
Name: ___________________      Date of birth:     __ __/__ __ /__ __ __ __
Nationality:  ____________________                        DAY            MONTH                 YEAR 
Passport:  _____________________            PESEL:   _ _ _ _ _ _ _ _ _ _ _


Address in Poland: __________________________________________________________
Phone number: +48 __ __ __ - __ __ __ - __ __ __
E-MAIL: ___________________________________________________
aa  
⃞  I hereby give my consent for sending my/my minor child laboratory test results and information about  my/my minor child medical condition by HEALTHCARE INTERNATIONAL D.M. OSSOWSCY general partnership located at 50 Chorągwi Pancernej Street, 02-951, Warsaw to the e-mail address specified by me above.
SIGNATURE:______________________________________________________________________
	IN CASE OF EMERGENCY:
I hereby authorize the following person to obtain information concerning my health, medical services and to receive medical documents:
Name:  __________________________________________________
Phone number:  ____________________________________________
Date:    __ __/ __ __/ __ __ __ __    SIGNATURE:_____________________


MEDICAL INSURANCE:
Name: _______________________ 
Member ID :________________
