
Patient Information Form
Please fill out completely

Section 1: General Information � Male � Female

Name (Last, First, Middle) ______________________________________________________ � Single � Married � Divorced/Separated

Date of Birth _____________ Social Security # ______________________________ Email ______________________________

Address _____________________________________ City ____________________ State _______ ZIP _______________

Phone: Home ________________________ Cell ____________________________ Work ______________________________

Occupation __________________________ Employer _______________________ How long employed ___________________

Section 2: Parent or Guardian of Patient (if patient is under 18 years of age)

Name (Last, First, Middle) ______________________________________________________ Relationship to Patient _________________

Date of Birth _____________ Social Security # ______________________________ Email ______________________________

Address _____________________________________ City ____________________ State _______ ZIP _______________

Phone: Home ________________________ Cell ____________________________ Work ______________________________

Occupation __________________________ Employer _______________________ How long employed ___________________

Section 3: Insurance Information

Subscriber Name (Last, First, Middle) _____________________________________________ Relationship to Patient _________________

Date of Birth _____________ Social Security or Subscriber # ___________________ Group # ____________________________

Name of Insurance ________________________________________________________ Insurance Phone ______________________

Insurance Full Address _____________________________________________________________________________________________

Employer’s Name and Phone ________________________________________________________________________________________

Section 4: Secondary Insurance Information (if applicable)

Subscriber Name (Last, First, Middle) _____________________________________________ Relationship to Patient _________________

Date of Birth _____________ Social Security or Subscriber # ___________________ Group # ____________________________

Name of Insurance ________________________________________________________ Insurance Phone ______________________

Insurance Full Address _____________________________________________________________________________________________

Employer’s Name and Phone ________________________________________________________________________________________

Section 5: Person Responsible for Account

Subscriber Name (Last, First, Middle) _____________________________________________ Relationship to Patient _________________

Date of Birth _____________ Social Security # ______________________________ Email ______________________________

Address _____________________________________ City ____________________ State _______ ZIP _______________

Phone: Home ________________________ Cell ____________________________ Work ______________________________

Section 6: Getting to Know You

1. Why did you select our office? _____________________________________________________________________________________

2. Whom may we thank for referring you? � Newspaper � Phone book � Website/Internet � Patient _______________________

� Other ____________________________________________________________________

3. Is another member of your family or a relative a patient in our practice? � Yes � No Who? _________________________________

4. Person to contact in case of Emergency ______________________________________ Relationship to Patient _________________

Phone: Home ______________________ Cell ____________________________ Work ______________________________
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