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PATIENT INFORMATION
Patient Name: _______________________________________________________ Today’s Date: __________________
Mailing Address: __________________________________________________________________  Unit #: __________
City: ________________________________________________  State: __________  Zip Code: _________________
Appointment reminders will be made to the first telephone number listed and may be followed up with an email if one is provided.  If you are unavailable, messages will be left on voicemail / answering devices.
1. _____________________________ (Home or Mobile?)  2.  ______________________________ (Home or Mobile?)
Email: __________________________________________________________________________________________________
DOB: (Month, Day, Year) ______/______/______     SSN:  __________-_______-__________  Sex:  Male   Female  (circle one)
Marital Status: (circle one)  Divorced   Legally Separated   Married   Partnered   Single   Widowed      
Employment Status: (circle one)   Employed   Student   Unemployed   N/A
Emergency Contact: ____________________________ Phone: _____________________ Relationship: ______________
Responsible Party: _________________________________________________________ Relationship: ______________
Address (if different then patient): _______________________________________________________________________________
City: __________________________________________________  State: __________  Zip Code: _________________
Primary Insurance Company: ______________________________________________________________________________ 
Address: __________________________________  City: ________________________  State: _____  Zip: ___________
Ins Co Phone: _____________________  ID #: ______________________________  Group #: __________________________
Subscriber Name: ____________________________________________  Subscriber DOB: _____________________________
Subscriber’s Employer: _____________________________________________________________________________________ 
Relation to Subscriber: (circle one)  Self   Child   Spouse     Other________________________________________________
Secondary Insurance Company: ___________________________________________________________________________ 
Address: ___________________________________  City: _________________________  State: _____  Zip: _______________
Ins Co Phone: _____________________  ID #: ______________________________ 
Group #: __________________________
[bookmark: _GoBack]Subscriber Name: ____________________________________________  Subscriber DOB: ____________________________
Subscriber’s Employer: _____________________________________________________________________________________ 
Relation to Subscriber: (circle one)  Self   Child   Spouse     Other______________________________________________
I authorize provider to release information to insurance carrier(s) listed and be paid directly by insurance carrier(s) for services billed.  I acknowledge that I am responsible for all charges, not paid, by my insurance companies (including co-pays, deductibles, failed / late / cancelled appointment fees).  If it becomes necessary to effect collections of any amount owed, the undersigned agrees to pay all costs and expenses, including reasonable attorney fees.
Signature (patient age 13 and older OR responsible party): ____________________________________  Date: ________________
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