
 

P A T I E N T     I N F O R M A T I O N  
 

Name: ________________________________ Responsible Party (If minor):_____________________________ 

 

Address: _________________________________________  City:  _______________  State: _____  Zip:  ________   

 

Home Phone:  ___________________  Work Phone:  ________________ Cell Phone:  ________________________ 

 

E-Mail Address:  ___________________________________________________________________ Sex: ________ 

 

DOB:___________ Marital Status:  ___________________Name of Spouse:  _____________________________

  

Primary Care Physician Name:  _________________________  Allergic to any Medication:  ___________________ 

 

In case of emergency, please contact:  ___________________   Phone:  _________________________________ 

 

Who referred you to our office? ____________________________________________________________________ 

OCCUPATION 
 

Employer Name:  _______________________________________________________________________________ 

 

Address:  ______________________________________________________________________________________ 

 

PLEASE PRESENT ALL INSURANCE CARDS TO FRONT DESK TO PHOTOCOPY 
 

Primary Insurance Company Name:  ________________________________________________________________ 

 

Name of Insured (If different from Patient):  _________________________ SS#: ________________________ 

 

Sex:  ____   Marital Status:  ____________________  DOB:  ______________________ 

 

Relationship to Patient:  _____________________________  Policy is through: Employer Individual 

   

(If Applicable)  Employer Name/Phone:  ________________________ What is your copay?  _________________ 

 

 

Secondary Insurance Company:  ___________________________________________________________________ 

 

Name of Insured (If different from Patient):  __________________________________________________________ 

 

Sex:  __________  Marital Status:  __________________  DOB:  ______________________ 

 

Relationship to Patient:  _____________________________  Policy is through: Employer Individual 

 

(If Applicable) Employer Name/Phone:  __________________ What is your copay?  ______________________ 

 

 

I understand that regardless of insurance billing we provide you, unpaid balances are your responsibility.  At 

the time of the visit, you must pay unmet deductible, co-payments, and non-covered medical services. 

 

Patient Signature:  ________________________________________ Date:  ____________________________ 

 

 

 








