
PATIENT:

 Last Name: ____________________________________  First Name: _____________________  Middle: _____________

 Gender:  M  F      Date of Birth: ___ / ___ / ___        Age: ______       SS#: _______________________________________

 Home Address: ______________________________________________________   Apt #: ___________________________

 City: ___________________________________________________  State: __________________  Zip:_________________

 Home Phone #: _____________________________________  Work Phone #:_____________________________________

 Employer Name: ___________________________________ Occupation:_______________________________________

 Employer Address: ________________________________________________________   Apt #:_______________________

 City: ___________________________________________________  State: __________________  Zip:_________________

RESPONSIBLE PARTY:  Complete this section if you are not the patient but are responsible for the bill.

 Responsible Party: __________________________________  Relationship to Patient:_____________________________

 Home Address:  ______________________________________________________   Apt #: ___________________________

 City: ___________________________________________________  State: __________________  Zip:  ________________

 Home Phone #: _____________________________________  Work Phone #:_____________________________________

 Employer Name: ___________________________________   Occupation: ______________________________________

INSURANCE:

 Insurance Company: _________________________________________________________________________________

 Insured’s Name: _____________________________________ ID/Policy #:________________________________________

 Insurance Company: _________________________________________________________________________________

 Insured’s Name: _____________________________________ ID/Policy #:________________________________________

 Workers Compensation:_______________________________________________________________________________

 Insured’s Name: _____________________________________ ID/Policy #:________________________________________

EMERGENCY Name and address of nearest relative or friend not living with you:

 Last Name: ____________________________________  First Name: _____________________  Middle: _____________

Home Phone #: ___________________________________   Work Phone #: _____________________________________

Relation to Patient: __________________________________________________________________________________

SPOUSE or GUARDIAN:

 Last Name: ____________________________________  First Name: _____________________  Middle:______________

Employer Name: ___________________________________  Work Phone #:_____________________________________

Date of Birth: ___ / ___ / ___        SS #: ____________________________________________

PATIENT INFORMATION SHEET

SIGNATURE: (Patient, Parent, Legal Guardian or Responsible Party)

I request services  X __________________________________________________________________________________

PAYMENT METHOD:  q Cash    q Check    q Visa    q Mastercard     q Discover    q American Express


