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Today’s Date ___________________________                                                             Chart #__________________________
Patient Information: (please print)
Name: __________________________________________________Age: _________Date of Birth: __________________
             Last                                     First                                            MI
Address: _________________________________________City: __________________State: _________Zip: __________
Home Phone: _________________________ Cell Phone: ________________________ E-Mail______________________
Social Security Number: ____________________________ Primary Care Physician: ______________________________
Employed? (circle one)     Yes               No                                    Full time Student? (circle one)    Yes                     No
Employer: _____________________________ Work Phone: ___________________ Occupation: ___________________
Work Address: ____________________________________ City: _________________ State: ___________ Zip: _______
Marital Status (circle one)   Single         Married          Divorced             Widowed
Spouse Information
Name: __________________________________ Social Security Number: __________________ Date of Birth: ________
Employer: _______________________________ Work Phone: __________________ Cell Phone: ___________________
Emergency Contact Information
Name: ____________________________________________________ Relationship: _____________________________
Address: _________________________________________ City: __________________ State: __________ Zip: _______
Home Phone: ___________________________ Cell Phone: ____________________ Work Phone: __________________
Insurance Information
Primary Insurance Co. Name: _______________________________ Group #: _________________ ID #: _____________
Address: _________________________________________ City: __________________ State: __________ Zip: _______
Policy Holders Name: ______________________________________ Social Security Number: ______________________
Date of Birth: ________________ Relationship to Patient (circle one): Self        Spouse          Mother          Father      Other

Secondary Insurance Co. Name: _______________________________ Group #: ________________ ID #: ____________
Address: _________________________________________ City: __________________ State: __________ Zip: _______
Policy Holders Name: ______________________________________ Social Security Number: ______________________
Date of Birth: ________________ Relationship to Patient (circle one): Self        Spouse          Mother          Father      Other

I Authorize the release of any medical information necessary to process insurance claims. My signature also authorizes payment of medical benefits to the named provider for professional services rendered. I understand that I am financially responsible for all services rendered. I understand that if I am covered by an insurance that requires a referral number, it is my responsibility to obtain that referral number prior to my visit. 

_____________________________________________                                                  _____________________________
Patients signature                                                                                                                       Date
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