
 

 

PPAATTIIEENNTT  IINNFFOORRMMAATTIIOONN  
Patient’s Last name: First:  Marital status (circle one) 
                  S    /  M  /  D  /  Sep  / W 

Birth date: Age: Social Security Number: Sex:  
     [   ] M    [   ]  F 
Street address: 
 

Home Phone: 
 

Alternate phone: 
 

 (          ) (          ) 

P.O. Box: City: Stat
e: ZIP Code: 

    
Primary Care Physician:   
 
 

Preferred Pharmacy Name and Location 
 
 

 
 
 

IINNSSUURRAANNCCEE  IINNFFOORRMMAATTIIOONN  
Primary Insurance Name:     If card not copied 
 
 

Policy Number: Group Number:   Copayment:  $  

   

Subscriber’s Name: Required if not 
patient 

Subscriber’s 
DOB: 

Subscriber’s Social 
Security#: Employer:  

           

Secondary Insurance 
Name:    
 
 

   

Policy Number: 
 
 

Group 
Number:          
 
 

Copayment:  $ 
 
 

Subscriber’s Name: 
 

Subscriber’s  
DOB: 
 

Subscriber’s  Social Security#: 
 

   



 

 

 
 
 

IINN  CCAASSEE  OOFF  EEMMEERRGGEENNCCYY  

Name of Contact Person: Relationship to 
patient: Contact Telephone Number: 

  (          ) 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand 
that I am financially responsible for any balance. I also authorize [Name of Practice] or insurance company to release any information required 
to process my claims. 
 

 
 
 
 

   

 Patient/Guardian signature  Date  

 
!


