
PATIENT INFORMATION (CONFIDENTIAL) 
 
WHO IS YOUR PRIMARY DOCTOR IN THIS OFFICE?   DR. __________________________________________ 

PATIENT NAME __________________________________________ DATE___________________ 

ADDRESS__________________________________________________________________________ 

CITY______________________ STATE____________________ ZIP______________________ 

SSN ______________________________ BIRTHDATE________________________ □FEMALE         □MALE 

HOME #_______________________ WORK #_________________________ CELL #_____________________ 

CHECK APPROPRIATE BOX: □MINOR □SINGLE □MARRIED     

     □DIVORCED □WIDOWED □SEPARATED 
PATIENTS EMPLOYER ________________________________ OCCUPATION____________________________ 
WHO MAY WE THANK FOR REFERRING YOU? ________________________________________________ 
PERSON TO CONTACT IN CASE OF AN EMERGENCY _____________________________________________ 
PHONE NUMBER FOR EMERGENCY CONTACT __________________________________________________ 
 
RESPONSIBLE PARTY (IF OTHER THAN THE PATIENT) 
 
NAME_______________________________________ RELATIONSHIP TO PATIENT ______________________ 
ADDRESS_____________________________________________________________________________________ 
CITY__________________________ STATE______________________ ZIP_______________ 
HOME #_______________________ WORK #_________________________ CELL #_______________________ 
BIRTHDATE__________________________ SSN_______________________________ 
EMPLOYER_____________________________________ OCCUPATION _________________________________ 
 
 
INSURANCE INFORMATION (WHO’S JOB IS THE INSURANCE UNDER) 
 
NAME OF INSURED _________________________RELATIONSHIP TO PATIENT________________________ 
BIRTHDATE OF INSURED_____________________ SSN OF INSURED ______________________________ 
EMPLOYER_____________________________________ OCCUPATION_______________________________ 
INS COMPANY__________________________________ INS COMPANY TEL #___________________________  
GROUP #____________________________ ID #_____________________________ COPAY $________________ 
INS CO. 
ADDRESS___________________________________CITY______________STATE__________ZIP___________ 
 

DO YOU HAVE ANY ADDITIONAL INSURANCE?    □ YES      □ NO     
IF YES, COMPLETES THE FOLLOWING 
 
NAME OF INSURED ___________________________RELATIONSHIP TO PATIENT_____________________ 
BIRTHDATE OF INSURED_________________________ SSN OF INSURED ____________________________ 
EMPLOYER_____________________________________ OCCUPATION_______________________________ 
INS COMPANY_________________________________ INS COMPANY TEL #___________________________  
GROUP #________________________ ID #_________________________________ COPAY $_______________ 
INS CO. 
ADDRESS_______________________________CITY__________________STATE__________ZIP____________ 
 

SIGNATURE________________________________________________________________________________ 


