
Today’s date: _________________________   Patient I.D. number: ___________________________________

General Information:
Last name: ________________________________   First name: ___________________________   MI: _____

Street address: ________________________________________________________  Apt. #:_______________

City: _______________________________________________  State: ________  Zip: ___________________

Home phone: __________________________________  Cell: _______________________________________

Work phone: ___________________________________  Preferred language:___________________________

Social Security #: ________–_______–__________  DOB: _____________  Age: _________ Sex:  � M   � F

Optional: Race: ______________________   Ethnicity _______________________  � I decline to answer

Emergency Contact name: ______________________________________  Phone: ______________________

Employer’s name and address: _________________________________________________________________

__________________________________________________________________________________________

Marital Status: ________________   If married, spouse’s name: _____________________________________

Spouse’s Social Security #: ________–_______–__________  DOB: _________________  Age: ___________

Spouse’s employer name: ___________________________________  Work phone: ______________________

Spouse’s employer’s address: __________________________________________________________________

If patient is a minor, parent’s name: _____________________________________  DOB: ________________

If patient is a student, school’s name and address: ________________________________________________

__________________________________________________________________________________________

Name of family physician: _____________________________________  Phone: _______________________

Address: __________________________________________________________________________________

How did you hear about us? __________________________________________________________________

Primary Insurance Information:
Name of company: ___________________________________________  Phone: _______________________

Address: __________________________________________________________________________________

City: _______________________________________________  State: ________  Zip: ___________________

Subscriber’s name: ____________________________  SS#: ______–_____–________  DOB: _____________

Group #: ___________________________________  Policy #: ______________________________________

Referral required?   � Yes   � No           Co-pay?   � No   � Yes – Amount:____________________________

Secondary Insurance Information:
Name of company: ___________________________________________  Phone: _______________________

Address: __________________________________________________________________________________

City: _______________________________________________  State: ________  Zip: ___________________

Subscriber’s name: ____________________________  SS#: ______–_____–________  DOB: _____________

Group #: ___________________________________  Policy #: ______________________________________


