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Columbia Direct Primary Care
Corporate Enrollment Form

Company Name: ____________________________________________________________________________
Company Contact/Title: ____________________________________________________________________________
Additional Contact/Title 
(Person to receive invoice): _____________________________________________________________
Address: _____________________________________________________________________________
City: ____________________________________ State: __________________ Zip Code: ____________
Phone Number: _______________________________________________________________________
Email: _______________________________________________________________________________

Coverage (employer responsibility to Columbia Direct Primary Care)
Membership: ___________%    MONTHLY MEDICAL___ URGENT NEEDS ONLY___
Labs: ___________%
Medications: ___________%
Misc Charges ___________%
Preferred Payment Method:
- Monthly | Quarterly| Yearly Check- (please circle one)
- Monthly | Quarterly | Yearly Credit/Card- Auto-Debit Enabled: 1st or 15th
(circle)
2218 W US Hwy 90, Suite 102•Lake City, FL. 32055
p. 386-243-8991•f. 386-243-8997
www.columbiadpc.com• patientservices@columbiadpc.com
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SAFEGUARDING YOUR WELLNESS
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