
PATIENT INFORMATION 

 
Patient Information          Bill-Payer Information 
 

Name_______________________________       Name_____________________________ 

Address_____________________________       Address____________________________ 

City, Zip_____________________________      City, Zip___________________________ 

Home Phone_______________________            Home Phone____________________ 

Work Phone_______________________             Work Phone_____________________ 

Cell Phone ________________________            Cell Phone Number ________________ 

Email address ______________________           Email address: ____________________ 

Birth Date_____________________                    Birth Date_____________________ 

Sex M_______ F______                                       Sex M_______ F______ 

Relationship to Bill-Payer: 

Self_____ Spouse_____ Child____ Other___ 

Social Security #______________________       Social Security #___________________ 

Occupation___________________________      Occupation________________________ 

Employer_____________________________     Employer__________________________ 

Address______________________________     Address___________________________ 

City, Zip_____________________________      City, Zip__________________________ 

Purpose of this appointment_________________________________________________ 

In case of an emergency, who should be notified_______________Phone____________ 

How did you select our office________________________________________________ 

 

PRIMARY INSURANCE INFORMATION 

Name of Insurance Company______________________________________ 

Mailing Address_________________________________________________ 

City, State, Zip__________________________________________________ 

 

Insurance Company Phone #_______________________________________ 

Subscriber ID#___________________________ 

Group#_________________________________ 

 

By signing this form, you are giving us permission to submit claims to your insurance company on 

your behalf. 

 

 

___________________________________________________________  ______________________ 

Signature of Patient or Responsible Party                   Date 

 

 






