
 

Patient Information 

(Confidential) 

Date_______________________    Soc. Sec. #______________________________ 

Name_______________________________  Birthdate_______________   Home Phone______________ 

Address_______________________________  City__________________  State______ Zip___________ 

Email Address_____________________________________  Cell Phone___________________________ 

□ Minor       □  Single       □   Married       □   Divorced        □   Widowed       □ Separated 

Employer______________________________________  Work Phone____________________________ 

Business Address________________________  City________________  State______  Zip____________ 

If Patient is Student, Name of School/College__________________  City______________  State______ 

Whom May We Thank for Referring You?___________________________________________________ 

Person to Contact in Case of Emergency?___________________________________________________ 

Please circle preference(s) for confirmation of appointments: cell phone text message, call/leave a voice 

message on cell phone, call/leave a voice message on home phone or email.  

Responsible Party 

Person Responsible for Account_____________________________Relationship to Patient___________ 

Address______________________________________________  Home Phone____________________ 

Driver’s Lic. #______________ Birthdate________________Email Address_______________________ 

Employer____________________________________________  Work Phone_____________________ 

Is this Person currently a Patient in our Office?         □ Yes      □ No 



Insurance Information 

Name of Insured_______________________________________  Relationship to Patient_____________ 

Birthdate_______________ Social Security #___________________________ 

Employer____________________________________________  Work Phone_____________________ 

Insurance Company____________________  Group #__________________  ID #___________________ 

Ins. Mailing Address____________________________ City_______________  State_____  Zip________ 

 

Do You Have Additional Insurance? If Yes, Please Complete The Following: 

Name of Insured_______________________________________  Relationship to Patient_____________ 

Birthdate_______________ Social Security #___________________________ 

Employer____________________________________________  Work Phone_____________________ 

Insurance Company____________________  Group #__________________  ID #___________________ 

Ins. Mailing Address____________________________ City_______________  State_____  Zip________ 
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