WELCOME!

PATIENT INFORMATION: (CONFIDENTIAL)
Name ________________SS#(Must Have)____________D.O.B(Must Have)______________
Home Phone_____________ Cell Phone ____________ Work Phone ___________________
Address ____________________________________________________________________
City ________________________________ State _____________ Zip Code _____________
Circle Appropriate Option: MINOR   SINGLE   MARRIED   DIVORCED   WIDOWED   SEPARATED
If Student, Name of School/College: ______________________________________________
Patient or Parent/Guardian’s Employer ____________________________________________
Business Address______________________________________________________________
Spouse or Parent/Guardian’s Name _______________________________________________
Whom may we thank for referring you? ____________________________________________
Person to contact in case of emergency? ________________________Number_____________
RESPONSIBLE PARTY
Person Responsible for this Account ________________________________________________
Address ______________________________________City________________Zip___________
Relationship to Patient _____________ Work Phone __________ Cell Phone _______________
Driver’s License # ____________ D.O.B. _______ Employer ______________________________
For your convenience, we offer the following methods of payment. Please circle the option you prefer. Payment is due in full at each appointment. CASH    PERSONAL    CHECK    CREDIT CARD
INSURANCE INFORMATION:
[bookmark: __DdeLink__35_17970450]Name of Insured ______________________ Relationship to Patient_____________________
D.O.B.(Must Have) ______ SS#(Must Have)______________ Date Employed ______________
Name of Employer __________________________________ Work Phone ________________
Address of Employer ___________________________________________________________
Insurance Company_____________________________________________________________
ID/Enrollee/Subscriber #____________________________________Group # ______________
ADDITIONAL INSURANCE INFORMATION:
[bookmark: _GoBack]
Name of Insured ___________________________________________ Relationship to Patient_________________
D.O.B.(Must Have) _____________ SS#(Must Have)_____________________ Date Employed _________________
Name of Employer ________________________________________________ Work Phone ___________________
Address of Employer ____________________________________________________________________________
Insurance Company _____________________________________________________________________________
ID/Enrollee/Subscriber #____________________________________Group # _______________________________
PLEASE SIGN ANYWHERE SIGNATURES ARE NEEDED

