
PATIENT INFORMATION 
 

FULL NAME:  ______________________________________   BIRTHDATE: ________________ AGE: ____ 
                 
ADDRESS: ________________________________________     PRIMARY PHONE #: _________________  
               CELL ⁬      HOME ⁬    

                     ________________________________________     SECONDARY PH.  #: _________________ 
          CITY                                STATE                            ZIP                                                             CELL ⁬      HOME ⁬  
EMAIL:____________________________________________   WORK PHONE #      : __________________ 
 
▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬ 
 

SOCIAL SECURITY #: ______________________________   DRIVER’S LICENSE #: __________________ 
 
MARITAL STATUS:  (PLEASE CIRCLE)   SINGLE/MARRIED/DIVORCED/OTHER 
EMPLOYMENT STATUS:  (PLEASE CIRCLE)   FULL-TIME/PART-TIME/UNEMPLOYED/RETIRED 
STUDENT STATUS:  (PLEASE CIRCLE)    FULL-TIME/PART-TIME/NON-STUDENT 
 
FAMILY PHYSICIAN: ______________________________   FAMILY PHYS. PH #     : __________________ 
REFERRING PHYSICIAN: __________________________   REF. PHYSICIAN PH #:  _________________ 
 
EMPLOYER: ______________________________________    OCCUPATION: __________________________ 
SPOUSE/PARENT EMPLOYER: ____________________    OCCUPATION: __________________________ 
 
EMERGENCY CONTACT: _________________________     PHONE #: _______________________________ 
RELATIONSHIP TO PATIENT: ____________________     PHONE #: _______________________________ 
▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬ 
 
PRIMARY INSURANCE: ________________________________________INS PHONE #: _________________ 
 
INSURANCE ADDRESS: ________________________________________POLICY # _____________________ 
                                              ________________________________________GROUP #  _____________________ 
             CITY                                  STATE                           ZIP 
 

POLICYHOLDER’S NAME: _____________________________________PHONE _______________________ 
 
POLICYHOLDER’S BIRTHDATE: ________________SOCIAL SECURITY #__________________RELATIONSHIP __________ 
            TO PATIENT 

▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬  
 
SECONDARY INSURANCE: ______________________________________INS PHONE #: _________________ 
 
INSURANCE ADDRESS: ________________________________________ POLICY # _____________________ 
                                              ________________________________________ GROUP #  _____________________ 
             CITY                                  STATE                           ZIP 
 

POLICYHOLDER’S NAME: _____________________________________WORK PHONE ________________ 
 
POLICYHOLDER’S BIRTHDATE: ________________SOCIAL SECURITY #________________RELATIONSHIP ____________ 
                     TO PATIENT 
I voluntarily consent to the medical treatment and understand that no guarantees are made as to the results. 
 
 
________________________________________________________________________________________________________________ 
PATIENTS SIGNATURE                                                                   DATE                                        REVIEW DATE/INITIALS 
 
________________________________________________________________________________________________________________ 
PARENT OR LEGAL GUARDIAN SIGNATURE                          DATE                                       RELATIONSHIP TO PATIENT 


