
Welcome 

Thank you for selecting us. 

To help us meet all your healthcare needs, please complete this form in ink.  If you 
have any questions or need assistance, please ask us for help. 

 

Patient Information (Confidential) 

Name ___________________________________________________________Date _________________________ 

Social Security # ________________________ Birthdate ________________ Home Phone # __________________ 

Address ______________________________ City ___________________ State ______ Zip Code ______________ 

Email _____________________________________________________ Cell # ______________________________ 

Check Appropriate Box:       __ Minor     __ Single     __ Married     __ Separated     __ Divorced     __ Widowed 

If Student, Name of School/College ______________________________________   Full-time ___      Part-time ___ 

Patient or Parent/Guardian’s Employer __________________________________ Work Phone ________________ 

Spouse or Parent/Guardian’s Name _____________________________ Employer __________________________ 

Whom May We Thank for Referring You? ___________________________________________________________ 

Emergency Contact Name ________________________________________ Phone # ________________________ 

Responsible Party  (If patient is minor or other than self) 

Name of Person Responsible for this Account ____________________________ Relationship to patient _________ 

Address ______________________________________________________ Phone # _________________________ 

Employer _____________________________________________________ Work Phone _____________________ 

Social Security # ________________________________________________ Birthdate _______________________ 

Insurance Information (Please provide Insurance Card) 

Name of Insured _______________________________________________ Relationship to patient _____________ 

Birthdate _________________ Social Security # ____________________ Phone # ___________________________ 

Name of Employer ______________________________________ Work Phone # ___________________________ 

Insurance Company ______________________________ Grp # __________ Policy # ________________________ 

Insurance Co. Address _________________________ City _______________ State _____ Zip Code _____________ 



Powered by TCPDF (www.tcpdf.org)

http://www.tcpdf.org

