




PATIENT INFORMATION



	LAST NAME                        FIRST                             MIDDLE


	BIRTHDATE
	AGE




	( SINGLE   ( MARRIED    (   DIVORCED   ( WIDOWED                                    SEX:     ( M   ( F


	HOME PHONE             


	CELL PHONE 
	SOCIAL SECURITY #

	ADDRESS                             CITY                                         STATE                           ZIP CODE



	PATIENT’S EMPLOYER


	BUSINESS PHONE



	EMPLOYER’S ADDRESS            CITY                                        STATE                           ZIP CODE



	GUARANTOR: (Subscriber of the Insurance)

LAST NAME                                                         FIRST                                               MI   
	BIRTHDATE



	 RELATION TO PATIENT:           (  SELF  (  SPOUSE  (  PARENT

	SPOUSE’S OR PARENT’S EMPLOYER & ADDRESS                                                                               
	BUSINESS PHONE




	PRIMARY INSURANCE
	IDENTIFICATION #
	GROUP #




	SECONDARY INSURANCE
	IDENTIFICATION #
	GROUP #




	WHO REFERRED YOU TO OUR OFFICE?




	IN CASE OF EMERGENCY, NOTIFY:



	RELATIONSHIP:                                                    
	TELEPHONE#:




	I authorize payment directly to the doctor of the insurance benefits.  I understand that I am financially responsible for all charges for services rendered. 

I agree in the event of non-payment, to bear the cost of collection and/or legal fees should this be required.  I authorize the release of any medical information necessary to process this claim.

PATIENT’S OR GUARDIAN’S SIGNATURE:                                                                                        DATE:


