
PATIENT INFORMATION 

Date: ______________________ 

 

Name: ______________________________________  Age: ____________________  Birthdate: _________________ 

Home: _________________________  Cell: _________________________________ 

Home/Billing Address : ____________________________________________________________________________ 
                                                       (P.O. Box & Street)                                       (City)                         (State)                    (Zip) 

Email Address:_____________________________________________________________________________________ 

Employer Name & Address: _________________________________________________________________________ 

___________________________________________________________________________________________________ 

Person Responsible for Account: ____________________________________________________________________ 

Address if different from above: _____________________________________________________________________ 

Spouse: _______________________________________  Spouse’s Employer: ________________________________ 

 

Referred by: ____________________________________  How did you find us? : ______________________________ 

 

 

INSURANCE INFORMATION (IF APPLICABLE) 

 

Insurance Co: ________________________________  Subscriber’s Name: ___________________________________ 

ID#: _________________________________________   Group#: ___________________  Effective Date: ____________ 

 

IN CASE OF EMERGENCY, PLEASE LIST: 

 

Name: ______________________________________ Relationship: ___________  Phone: ________________________ 

Name:  ______________________________________ Relationship: ___________  Phone: ________________________ 

 

I FULLY UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR CHARGES AND BALANCES NOT PAID BY 
INSURANCE (CO-PAYMENTS, DEDUCTIBLES, NON-COVERED SERVICES) 

 

Date: ________________________  Signature: ______________________________________________________________ 

 
                                                      


