
Date: ____/____/____ 
Patient Information: 
 
First Name:  _________________________   Middle Initial:  _____    Last Name:   ______________________________ 
 
Preferred name: ____________________    Gender:  __Male __Female   Date of Birth:___ ___/___ ___/___ ___ ___ ___  
 
Employer:  ________________________________________________  Occupation: _____________________________ 
 
Address:  __________________________________________________________________________________________ 
 
City:  _______________________________ State:  __________   Zip code:  ____ ____ ____ ____ ____    
 
Please indicate PRIMARY phone type:  CELL / HOME / WORK  
 
Cell Phone: (___ ___ ___) ___ ___ ___ - ___ ___ ___ ___ Home Phone: (___ ___ ___) ___ ___ ___ - ___ ___ ___ ___ 
 
Work Phone: (___ ___ ___) ___ ___ ___ - ___ ___ ___ ___  Email: __________________________________________ 
 
Marital Status: Single / Married / Widowed / Other     Employment: Full time/ Part time/ Self/ Unemployed/ Retired  
 
Emergency Contact:  ______________________________ Phone:  (___ ___ ___) ___ ___ ___ - ___ ___ ___ ___ 
 
Primary Care Doctor: ____________________________     Phone: (___ ___ ___) ___ ___ ___ - ___ ___ ___ ___ 
 
Referring Doctor:  _______________________________   Phone:  (___ ___ ___) ___ ___ ___ - ___ ___ ___ ___ 
 
Responsible Party/POA Name: ____________________________________________ Phone: ______________________ 
 
How did you hear about us? ___________________________________________________________________ 
 
Person Financially Responsible: (if other than patient)  
 
Name:  ________________________________________ Relationship to patient:  _______________________________ 
 
Address:  __________________________________________________________________________________________ 
 
City:  ______________ State:  _________   Zip code:  _________   Phone: (___ ___ ___) ___ ___ ___- ___ ___ ___ ___  
 
Primary Insurance Information:  (please enter the policy holder’s information) 
 
Insurance Company:  ________________________________  Policy/ID Number:  _______________________________ 
 
Policy Holders Name:  _______________________________  Policy Holders Date of Birth:  _____/_____/________  
 
Relationship to patient:  _______________________             Employer:  ____________________________________  
 
Secondary Insurance Information:  (please enter the policy holder’s information) 
 
Insurance Company:  _______________________________  Policy/ID Number:  ________________________________ 
 
Policy Holders Name:  _____________________________   Policy Holders Date of Birth:  _____/_____ /________ 
 
Relationship to patient:  _______________________           Employer:  ____________________________________ 
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