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PATIENT’S PERSONAL INFORMATION Marital Status: 

Sex: 

 Single Married Divorced Widowed 

Male               Female       Date:  

Name:                                                   

Date of Birth:               /               /                                               Social Security:                 -                 -            

Home Phone: (              ) -                              Work Phone: (              ) -                                   Cell Phone: (             ) - 

Address:                                                                            Apt. #                   City:                                        State:                  Zip:                     

Employer:                                                                                                                    Occupation:                                                                      

Address:                                                                            Apt. #                   City:                                        State:                  Zip: 

  

    Last Name                                                                                                                                First Name                                                                                Initial

  

RESPONSIBLE PARTY INFORMATION Relationship to Patient:           Spouse              Child              Other: _________________           

Name: 

Date of Birth:               /               /                                               Social Security:                 -                 -            

Home Phone: (              ) -                              Work Phone: (              ) -                                   Cell Phone: (              ) - 

Address:                                                                            Apt. #                   City:                                        State:                  Zip:                     

Employer:                                                                                                                    Occupation:                                                                      

Address:                                                                            Apt. #                   City:                                        State:                  Zip: 

  
INSURANCE INFORMATION Please present insurance card(s) to receptionist  

PHARMACY INFORMATION Name:          Phone: (             ) 

Address:                     City:                  State:                Zip: 

Name:     Phone: (             )            

EMERGENCY CONTACT: Name:       Relationship: 

I have received a copy of this office’s NOTICE OF PRIVACY PRACTICES. I give my permission to the practice to fax, send and/or give verbally any and all clinical 
information, records, reports, test results and insurance information to another physician’s office or facility who is involved in my care. I also authorize release of 
medical necessary to process any claims I have outstanding. 

YES       NO     : The staff/practitioner may leave message on my answering service/machine stating who we are and purpose for calling.  

I also give permission to my physician to speak to the following people regarding my treatment and care. Please list name and phone # below  

 

SIGNATURE OF PATIENT/GUARANTOR 

                    Last Name                                                                                                                               First Name                                                                                  Initial 

PRIMARY Insurance Name:         Phone: (           ) 

Address:                 City:       State:  Zip:  

Name of Insured:                       Date of Birth:            Relation to Insured:  

Subscriber ID:               Group #:      

WHO REFERRED YOU TO US? 

Family Physician:       Phone: (  ) 

Home Phone: (          )   Work Phone: (          )   Cell Phone: (            ) 


