
 
 
 
 
 
 
 
Patient Name: ___________________________________________    Maiden Name: _______________________________  

Date of Birth: ____________________________ Social Security #: ______________________________ Sex: __________ 

Race:________________________ Ethnicity:__________________________Preferred Language:___________________ 

Mailing Address: ________________________________________________________________________________________  

City: __________________________________________ State: ____________________ Zip: __________________________   

Home Phone: ______________________ Cell Phone: _____________________ Work Phone: _______________________ 

E-mail Address: _____________________________________   Employer/School: _________________________________ 

How did you hear about our practice? ____________________________________________________________________ 

 
Please complete the following information for patients under the age of 18 

Name of Responsible Party: ____________________________________ Relationship To Patient: _________________ 

Date of Birth: ____________________________ Social Security #: ______________________________ Sex: __________ 

Mailing Address: ________________________________________________________________________________________ 

City: __________________________________________ State: ____________________ Zip: __________________________   

Home Phone: ______________________ Cell Phone: ______________________ Work Phone: ______________________ 

School (if student): _________________________________   Employer: _________________________________________ 

 

Primary Insurance Information 

Insurance Company: __________________________________  Name Of Insured: ______________________________ 

Claims PO Box Address: ________________________________________________________________________________ 

Date of Birth: _________________________________________ Social Security #: ______________________________ 

Policy #: _____________________________________________  Group #: _______________________________________   

Relationship to Patient:  _______________________________ Employer: _____________________________________ 

 
Secondary Insurance Information 

Insurance Company: __________________________________  Name Of Insured: ______________________________ 

Claims PO Box Address: ________________________________________________________________________________ 

Date of Birth: _________________________________________ Social Security #: ______________________________ 

Policy #: _____________________________________________  Group #: _______________________________________   

Relationship to Patient:  _______________________________ Employer: _____________________________________ 

 
Preferred Pharmacy____________________________________   Phone Number: ________________________________ 

Address or Cross Streets: _______________________________________________________________________________ 

 
I/We hereby state that the information above is true and correct to the best of my/our knowledge. 
 
 
_____________________________________      ______________________ 
Signature of Patient/Guarantor                                                                                        Date 
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