
emerald coast urgent care 
  12598 Emerald Coast Parkway 
  Suite 101 
  Destin, FL  32550 
  Tel: (850) 654-8878 
  Fax: (850) 654-8840 

 
 
Dear Prospective Patient: 
 
Thank you for your interest in emerald coast urgent care.  It 
is our primary goal to provide a high-quality, cost-effective 
alternative to traditional emergency room medicine and a 
time saving and after-hours alternative to your family doctor. 
  
To help speed your visit at ECUC and return you on the road 
to good health as quickly as possible, we ask that you print 
out and complete this entire document prior to your arrival.  
We also ask that you be prepared to provide a driver’s 
license and insurance identification card when you arrive. 
 
The end of this document also contains a map and helpful 
directions to assist you in making your way to emerald coast 
urgent care. 
 
We look forward to seeing you. 
 
emerald coast urgent care 
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emerald coast urgent care 
  12598 Emerald Coast Parkway 
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  Destin, FL  32550 
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Patient Information 
 

Name (First, MI, Last) ____________________________________________ Sex:          Male     Female 
Address ___________________________________ Apt/Lot # ____________    Phone # _______________________ 
City ________________________ State _____ Zip ________              Driver’s License # _______________________ 
Social Security # _________________________  Date of Birth ______________    Marital Status:   S   M    D   
Place of Employment ______________________________________________   Work #  _______________________ 
Primary Care Physician _____________________  Cell # _________________   Local #  _______________________ 
           (If Visiting) 

Responsible Party Information (Parent, if patient is a minor) 
 

Name (First, MI, Last) ____________________________________________     
Address ___________________________________ Apt/Lot # ____________   Phone # _______________________ 
City ________________________ State _____ Zip ________            Driver’s License # _______________________ 
Social Security #: _________________________  Date of Birth: ______________ Marital Status:   S   M    D   
Place of Employment: ____________________________________________    Work #: _______________________ 
Employer’s Address ______________________________________________________________________________ 
 
Insurance Information 
 

Name of Person carrying Insurance for Patient _________________________________________________________ 
Address ___________________________________ Apt/Lot # ____________    Phone # _______________________ 
City ________________________ State _____ Zip ________              Driver’s License # _______________________ 
Social Security #: _________________________  Date of Birth: ______________ 
Name of Insurance Plan ________________________ Member # ______________ Group # _____________________ 
Address of Insurance Plan __________________________________________________________________________ 
 
 
Is this visit the result of an accident?   Yes     No  Did this accident occur at work?   Yes     No 
 
How did you hear about us?   Brochure   Pharmacy   Mail   Physician   Sign   Other _______________ 
 
I have read and accept the HIPAA Agreement:    Yes     No Notice of Privacy Practices:   Yes     No 
 
I consent to treatment for myself or above minor child.  I understand that the examination and/or medical treatment I will receive is 
NOT intended to replace complete medical care by my personal primary care physician.  I am aware that I will be responsible for co-
payment or full payment at the time of services.  Any pre-certification requirement that my insurance company requires is my 
responsibility to make.  Furthermore, I allow Emerald Coast Urgent Care to release to my insurance company treatment and billing 
information, as requested, to process my claim.  I allow Emerald Coast Urgent Care to accept assigned payments made by my 
insurance company on my behalf.  I understand that by my lack of payment or if my insurance denies payment, I am responsible for 
payment in full for services rendered.  My failure to pay may result in collection proceedings.  In addition, I authorize Emerald Coast 
Urgent Care to release to my primary care physician or specialty referral, any and all information related to my treatment at this clinic. 
 
 
_____________________________________________   ____________________________ 
Patient Signature       Date 
(if minor, signature of parent/guardian) 

Patient
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Form
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emerald coast urgent care 

 
 

location: 

 
 

directions: 
We are located between Emerald Bay and Seascape  

just two miles east of the Mid Bay Bridge. 
 

contact: 
12598 Emerald Coast Parkway  

Suite 101 
Destin, FL 32550 

Telephone: (850) 654-8878 
Facsimile (850) 654-8840 

Directions


