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Please provide us with the following information requested. 

 
 
PATIENT NAME:      Sex: 5M    5F Age:     Date of Birth     
Address:       Soc. Security #         
City, State, Zip      Home Phone #         
Marital Status  5S    5M    5W    5SEP    5DIV  Number of Children:  boys      girls:   
Occupation:       Children’s ages:      
Employer:          Cell Phone #          
Employer’s Address: City       State   Zip       
 
           
Spouse’s Name:      Spouse’ Soc. Security #        
Employed by:       Spouse’ work phone #     
Nearest relative not living with patient:       Relationship:     
Address of relative: City      State       Zip           Relative’s Phone #     
Were you referred by   5Yourself   5Friend    5Insurance Carrier    5Primary physician    5Other physician? 
Name of person who referred you:      Their phone #       
If different from above, who is your family physician?      Phone #      
 

FINANCIAL: PRIMARY INSURANCE SECONDARY PAYER OR RESPONSIBLE PARTY  

NAME    
ADDRESS   
CITY, ST, ZIP   
POLICY #   
INSURED NAME    
RELATION   
SOC. SEC. #   
BIRTH DATE    
GROUP #   
EMPLOYER NAME    

 
I the undersigned hereby authorize the staff to perform such services as deemed necessary by the physician to diagnose 
and treat my conditions(s).  Further, I authorize assignment of my insurance rights and benefits directly to this provider and 
also authorize the release of such information as is needed to process insurance claims.  I understand that I am responsible 
for all charges which may include a copy of this release and assignment in lieu of the original. This shall remain in effect 
until revoked by me in writing.  
 
 
Signature _________________________________________      Date ___________________________   
 
E-MAIL ADDRESS:  _____________________________________  
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