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Maika‘i Hearts
H A W A I ‘ I  C A R D I O L O G Y

CONFIDENTIAL INFORMATION

Please print clearly        Today’s Date____________________________

PATIENT INFORMATION

Last Name _____________________________________ First Name _________________________________ Middle Initial ____________

Address ___________________________________________________________________________________________________________

City, State, Zip _____________________________________________________________________________________________________

Date of Birth ________ / ________ / ________    Gender:         Male         Female       Marital Status:        Single         Married          Other 
                             Month             Day                 Year

Driver’s Lic.# ____________________________    Phone: Home __________________ Cell __________________Work  ______________

Employer __________________________________________________________________________________________________________

Work Address ______________________________________________________________________________________________________

Referring Physician _________________________________________________________________________________________________ 

If married or legal guardian, please complete below: 

Name __________________________________________________    Date of Birth ________ / ________ / ________ 
                                                Month             Day                 Year

Relationship ____________________________________________   Driver’s Lic.# ______________________________________________ 

Phone: Home ______________________________  Cell  ______________________________  Work  ______________________________  

INSURANCE INFORMATION 

Primary Insurance _____________________________________________________ 

Subscriber’s Name ____________________________________________________  Date of Birth ________ / ________ / ________ 
                                          Month             Day                 Year

Secondary Insurance __________________________________________________

Subscriber’s Name ____________________________________________________  Date of Birth ________ / ________ / ________ 
                                          Month             Day                 Year

Tertiary Insurance _____________________________________________________ 

Subscriber’s Name ____________________________________________________  Date of Birth ________ / ________ / ________ 
                                          Month             Day                 Year
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Workman’s Comp/Auto Accident?            Yes              No      Insurance Carrier ________________________________________________

Date of Injury/ Accident  ________ / ________ / ________  Claim Number ____________________________________________________ 
                                                     Month             Day                 Year

If subscriber’s address is different from patient, please fill out below: 

Address ___________________________________________________________________________________________________________

City, State, Zip _____________________________________________________________________________________________________

Phone: Home ______________________________  Cell  ______________________________  Work  ______________________________

RESPONSIBLE PARTY INFORMATION, IF OTHER THAN THE PATIENT

Name _________________________________________________________________________

Address ___________________________________________________________________________________________________________

City, State, Zip _____________________________________________________________________________________________________

Date of Birth ________ / ________ / ________     Gender:          Male         Female  
                             Month             Day                 Year

Driver’s Lic.# ______________________________    

Phone: Home ______________________________  Cell  ______________________________  Work  ______________________________
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