
Patient   Information:   

Last   Name:   ______________________   First   Name:   ______________________   MI:   ________   

Home   Address:   ________________________________________________________________   

City:   ________________________________   State:   __________________   Zip:   ____________   

Home   Phone:   _________________________   Cell   Phone:   ______________________________   

DOB:   _________________   AGE:   _______ Single/Married/Divorced/Widow:   _____________   

Social   Security   #:   _______________________     

Employer:   _________________________________   Work   Phone:   _______________________   

FT/PT/Retired:   ________________   E-mail:   _________________________________________   
++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++   

Primary   Care   Doctor:   _____________________________   Phone:   _______________________   
Emergency   Contact:   ______________________________   Phone:   _______________________   
Pharmacy:   ______________________________________   Phone:   _______________________   
++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++   
If   insurance   isn’t   in   your   name :     
Card   Holder’s   Name:   ____________________   Relationship:   _________   DOB:   ___________   
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++   
If   worker’s   comp.   please   complete:   

Date   of   Injury:   _________________________   Claim   Number:   _______________________   
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++   
If   Primary   is   Medicare,   please   complete:   

Are   you   covered   under   a   group   policy?   Y   or   N   
Are   your   injuries   accident   related?   Y   or   N    If   yes,   date   of   injury:   ____________________________________   
Who   is   responsible   for   your   bill:   _____________________________________________________________   
Is   your   spouse   employed?   Y   or   N    Do   you   have   a   secondary   insurance?   Y   or   N   
Have   you   ever   served   in   the   military?   Y   or   N    Do   you   have   a   Medicare   Advantage   Plan?   Y   or   N   
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++   
I   have   read   all   the   information   on   this   sheet   and   have   completed   the   above   answers   to   the   best   
of   my   ability   and   certify   the   information   is   true   and   correct   to   the   best   of   my   knowledge.    I   will   
notify   you   of   any   changes   in   my   status   of   the   above   information.    I   further,   hereby   authorize   this   
office   through   its   appropriate   personnel   to   furnish   medical   treatment   to   me,   or   the   above   named   
patient,   considered   necessary   and   proper   in   diagnosing   and   treating   my/his/her   medical   
condition.     

Signature:   __________________________________________________   Date:   ____________  

Guardian   or   POA,   if   not   patient:   __________________________________________________   




