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Today’s date:      Primary Care Doctor:      

PATIENT INFORMATION 

Patient’s last name:  First:  Middle:  
☐ Mr. 
☐Mrs. 

☐Miss 
☐ Ms. 

Marital status (check one) 

                                                                                                              ☐Single   ☐Married  ☐  Divorced  
☐Separated   ☐ Widow 

Is this your legal name? If not, what is your legal name? Occupation: Birth date: Age: Sex: 

☐ Yes ☐No                         ☐ M ☐ F 

Street address:  Social Security no.: Phone number: 

                  

City, State & ZIP Employer:  Employer phone number: 

                                 

Email Address:       

How did you hear about us: (please check one box): ☐Dr.       ☐ Insurance Plan       

☐ Family ☐ Friend       ☐ Internet ☐Other       

Other family members seen here:       

INSURANCE INFORMATION 
Complete if you want to use insurance 

(Please bring your insurance card and state issued identification with you- we will need a copy of the front and back) 

Person responsible for bill (if n
patient): 

Birth date: Address (if different): Home phone no.: 

                        

Is this person a patient here? Relationship to patient: Email:  

☐Yes  ☐ No             

Occupation: Employer: Employer address: Employer phone no.: 

                        

Please indicate primary insurance       

Patient’s relationship to subscribe ☐ Self           ☐ Child         ☐Spouse/partner 

Subscriber’s name: Subscriber’s S.S. no.: Subscriber’s Birth 
date: 

Group no.: Policy no.: 

                                

Insurance Member or Customer  
Service Phone Number:  

Co-payment (if applicable): 
 

      $       

IN CASE OF EMERGENCY 
Name: Relationship to patient: Home phone no.: 

                  

The above information is true to the best of my knowledge and will update [company name] if any information has been changed.  

Patient/Guardian signature:  Date:       
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