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Last name:  ____________________________  First name:  ____________________________ Middle Initial: ________ 

Date of birth:  ___________________________  Phone number:  ______________________________________________ 

Marital status:  _______________________  Maiden name:  _____________________________ SS # ________________ 

Have you ever been here under another last name? ________________________________________________________ 

Address: ___________________________________________________________________________________________ 

Employer:  ________________________ Address:  _______________________________  Phone: ___________________ 

Emergency contact:  _________________________________________________  Phone:  _________________________ 

Party responsible for payment if other than patient: 

Full name: _________________________________________________________________________________________ 

Relationship to patient: _______________________________________________________________________________ 

Address: ___________________________________________________________________________________________ 

Phone number: _______________________________________  Employer: _____________________________________ 

 

Insurance Information: 

Name of insurance: __________________________________________________________________________________ 

Policy holder’s name: ________________________________________________________________________________ 

SS # of policy holder:  _________________________________  Birthdate of policy holder:  _________________________ 

Is the insurance through a group or employer? _____________________________________________________________ 

Employer name:  _______________________________ Address:  _____________________________________________ 

Pre-authorization: ___________________________________________________________________________________ 

ID number: ___________________________________  Group: _______________________________________________ 

Medicare: Claim #: _____________________________                  Medicaid: ID #: _________________________________ 

Effective dates: From: _______ Mo. _______ / Day _______ / Yr. _______    To: Mo. _______ / Day _______ / Yr. _______ 


