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Patient # ___________

Patient Information – Please Print Clearly

Patient’s Name _______________________________  SS#____-___-______ Birth Date____/____/_____

Spouse___________________________________Guardian’s  Name if Minor_______________________

Street Address __________________________________________________________Sex_____Age____

City____________________State_______________Zip Code___________________________________

Phone: Home_____-________-________Work______-_______-_______Cell_____-________-_________

Referred By______________________Marital Status______________Driver’s License #______________

Employer_________________________________Occupation(indicate if student)___________________

Employer’s Address________________________________City/State_____________Zip Code_________

Insurance Information

1.Primary Insurance Company _________________________________Policy #____________________

    Policy Holder’s Name _________________________________________________________________

    Insurance Policy Holder’s Employer_______________________________Group #_________________

    Policy Holder’s Relation to Patient_______________________________________________________

    Home Phone #____-_______-_______       Work Phone # ______-_________-__________

    Policy Holder’s Date of Birth _______/______/______  Policy Holder’s SS# _____-________-________

2.Secondary Insurance Company_________________________________Policy #___________________

    Policy Holder’s Name__________________________________________________________________

    Insurance Policy Holder’s Employer______________________________Group #__________________

    Policy Holder’s Relation to Patient_______________________________________________________

    Home Phone #____- _______-_______         Work Phone #_____-_______-____________

    Policy Holder’s Date of Birth _______/_______/______Policy Holder’s SS#_____-_______-__________

Emergency Contact (other than spouse) ____________________________________________________

We require all patients to show their insurance card, if applicable,  and driver’s license so that we may make copies for our permanent records. We cannot render services on the assumption that our charges will be paid by an insurance company.  If no proof of insurance is presented at the time of service, all services will be charged directly to the patient and he or she remains personally responsible for payment.  As a courtesy however, we will prepare any necessary reports and itemizations to assist in making collections from insurance companies and will credit any such collection to the patient’s account.

