
I hereby acknowledge that I have received or been offered a copy of the Weekend Vasectomy Clinic Notice of Privacy Practices available at https://Weekend-
Vasectomy.com/patient-forms/.
DATE:________________   	 INITIALS:________

SIGNATURE:________________________________  			   DATE:________________________________

Employer Address ZipStateCity

PATIENT INFORMATION
Patient Last Name

Date of Birth

Patient First Name Patient Middle Name

Social Security # Cell Phone Home Phone

Business PhoneEmployerOccupation

ZipCityAddress

Phone (REQUIRED)Emergency Contact Information (Full Name/Relationship to the Patient)

State

Date:_________________________________

I make the following consents, understandings, and agreements on my own behalf, in consideration of healthcare services to be provided to me, the Patient, by the Weekend 
Vasectomy Clinic (WVC) and/or its affiliates.

Email AddressDriver License #



Primary Insurance Company Policyholder Name

Insurance Company Address

Effective DatePolicy #

Group #

Policy #

Group #

2nd Insurance Company

Insurance Company Address

Policyholder Name

Group Name

Group Name

Effective Date

INSURANCE INFORMATION (MUST BE FILLED OUT COMPLETELY FOR VERIFICATION PURPOSES)

The Health Insurance Portability Accountability Act (HIPAA) of 1996 was created with the sole purpose and goal of protecting 
patients’ medical records and financial information. Please authorize below who you would like Weekend Vasectomy Clinic to 
release your medical and financial information to. This will allow us to protect your private information. Please be specific when 
designating your choices. 

I authorize the staff of Weekend Vasectomy 
Clinic to release any FINANCIAL 
INFORMATION to the following people:
_________________________________
_________________________
_________________________

I authorize the staff of Weekend Vasectomy Clinic 
to leave laboratory or radiology tests results on my 
voicemail at the following telephone numbers:

HOME: ___________________________
CELL: ____________________
OTHER: ____________________

I authorize the staff of Weekend 
Vasectomy Clinic to release any MEDICAL 
INFORMATION to the following people:
_________________________________
_________________________
_________________________
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