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    Thank you for choosing our office.  In order to serve you better, we need the following information. 

Patient Name:                     Date:         

If you prefer to be called by a different name, please list here:               

Street Address:                     

Apt 
# :         

City:                State:       Zip Code:      

Home Phone:   �� �� �� Business Phone: �� �� ��
  
Cell Phone: ��   

Date of Birth: �� �� �� �� 6H[����0����)���� Social Security # :  �� �� �� ��
Check appropriate box:  

����Minor �����Single������Married������Separated������Divorced������Widowed����

Occupation: �� �� �� �� �� �� Employer: �� �� �� �� �� ��   

Employer Address: �� �� �� �� �� Employer Phone: �� �� �� ��     

�� �� �� �� �� �� �� �� �� �� �� �� �� �� �� �� ��
Spouse or Parent's name: �� �� �� �� �� �� Phone: �� �� �� ��     

Emergency Contact:     Phone # :       Relationship to Patient:       

 �  � � � � �  
����

/HDYH�D�PHVVDJH�RQ�P\�DQVZHULQJ�PDFKLQH�
This office has my permission to: 

���� /HDYH�D�PHVVDJH�ZLWK�P\�IDPLO\� �
� � � � � � � �  

���� 'R�QRW�OHDYH�DQ\�PHVVDJHV� � �
:KRP�PD\�ZH�WKDQN�IRU�UHIHUULQJ�\RX"��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

5(63216,%/(�3$57<�
Person responsible for this account: �� �� �� �� Relationship to Patient: �� ��
Address:  �� �� �� �� ��   City:   �� �� �� State: �� ��
Driver's License # : � �� �� �� �� Birthdate: �� �� Phone # : �� ��
Employer:                  Work Phone # :       

�� �� �� �� �� �� �� �� �� �� �� �� �� �� �� �� ��
0(',&$/�,1685$1&(�,1)250$7,21�

'R�\RX�KDYH�0HGLFDO�,QVXUDQFH"� ����<HV� ����1R� ,I�\HV��ILOO�RXW�EHORZ�LQIRUPDWLRQ��
3ULPDU\�,QVXUDQFH���� � � � �  6HFRQGDU\�,QVXUDQFH����
�� �� �� �� �� �� �� �� �� � � �� �� �� �� �� ��
Insurance Company Name      Insurance Company Name   

�� �� �� �� �� �� �� �� �� � � �� �� �� �� �� ��
Subscriber           Date of Birth    Subscriber              Date of Birth 

�� �� �� �� �� �� �� �� �� � � �� �� �� �� �� ��
Relationship to Patient    Social Security #   Relationship to Patient       Social Security # 

                               

Policy Number                                    Group Number    Policy Number         Group Number 

                 

Do you have a copay?  � Yes�����No       If yes, what is the amount?___________      
                 

Do you have a deductible? � Yes � No    If yes, what is the yearly deductible amount? ___________ Has this been met? ___________ 

               Continue on Back 



,1685$1&(�$1'�3$<0(17�32/,&<�
��������3D\PHQW�LV�GXH�DW�WKH�WLPH�VHUYLFH�LV�UHQGHUHG���:H�DFFHSW�FDVK��FKHFN��RU�FUHGLW�FDUG���:H�ZLOO�DXWRPDWLFDOO\�ELOO�\RXU�LQVXUDQFH�
FRPSDQ\��SURYLGLQJ�ZH�KDYH�D�VLJQHG�DXWKRUL]DWLRQ�DQG�UHOHDVH�RQ�ILOH�IURP�\RX���$�FRPSOHWH�OLVW�RI�WKH�LQVXUDQFH�FRPSDQLHV�ZLWK�ZKRP�ZH�
SDUWLFLSDWH�LV�DYDLODEOH�IURP�RXU�UHFHSWLRQLVW��,W�LV�\RXU�UHVSRQVLELOLW\�WR�NQRZ�ZKDW�EHQHILWV�\RXU�LQVXUDQFH�FRPSDQ\�ZLOO�FRYHU���,I�\RX�VKRXOG�
QHHG�VXUJHU\��ZH�ZLOO�FRQWDFW�\RXU�LQVXUDQFH�FRPSDQ\�IRU�SUH�DXWKRUL]DWLRQ��

3$<0(176�
�����,I�\RX�KDYH�PHGLFDO�LQVXUDQFH��SD\PHQW�GXH�DW�WKH�WLPH�RI�VHUYLFH�ZLOO�LQFOXGH��RIILFH�FR�SD\V�IRU�+02�DQG�332�FRPSDQLHV��DQ\�XQPHW�
FDOHQGDU�\HDU�GHGXFWLEOHV��FR�SD\PHQWV�WKDW�\RX�DUH�UHVSRQVLEOH�IRU��DV�ZHOO�DV�DQ\�QRQ�FRYHUHG�VHUYLFHV���,I�\RX�GR�QRW�KDYH�DQ\�PHGLFDO�
LQVXUDQFH��SD\PHQW�LQ�IXOO�LV�GXH�DW�WKH�WLPH�RI�VHUYLFH���
     6RPH�LQVXUDQFH�FRPSDQLHV�DUELWUDULO\�VHOHFW�FHUWDLQ�VHUYLFHV�WKH\�ZLOO�QRW�FRYHU���<RX�DUH�UHVSRQVLEOH�IRU�IXOO�SD\PHQW�RI�DOO�QRQ�FRYHUHG�
VHUYLFHV������
�� �:H�PXVW�HPSKDVL]H�WKDW�RXU�UHODWLRQVKLS�LV�ZLWK�\RX��DQG�QRW�\RXU�HPSOR\HU�RU�LQVXUDQFH�FRPSDQ\��
�������,�KDYH�KHUHE\�UHDG�DQG�XQGHUVWDQG�WKH�DERYH�,QVXUDQFH�DQG�3D\PHQW�3ROLF\�DQG�DJUHH�WR�WKH�FRQWHQWV�KHUHLQ. 
 
Signature: ___________________________________________________________________   Date: ________________________ 

 

 

 

,1685$1&(�$66,*10(17�$1'�5(/($6(������0HGLFDUH�SDWLHQWV�PXVW�VLJQ�LI�\RX�KDYH�D�VHFRQGDU\�LQVXUDQFH���
��������,�KHUHE\�DXWKRUL]H�UHOHDVH�RI�LQIRUPDWLRQ�QHFHVVDU\�WR�ILOH�D�FODLP�ZLWK�P\�LQVXUDQFH�FRPSDQ\�RQ�EHKDOI�RI�P\VHOI��RU�P\�PLQRU�FKLOG����,�
DVVLJQ�DOO�EHQHILWV�WR�WKH�SK\VLFLDQ�LQGLFDWHG�RQ�P\��RU�P\�PLQRU�FKLOG·V���FODLPV�IRU�VHUYLFH�UHQGHUHG�WKDW�ZRXOG�RWKHUZLVH�EH�SD\DEOH�WR�PH���,Q�
RUGHU�IRU�WKH�SK\VLFLDQ�LQGLFDWHG�WR�VHFXUH�SD\PHQW�RI�EHQHILWV��,�DXWKRUL]H�WKH�UHOHDVH�RI�DQ\�LQIRUPDWLRQ�LQFOXGLQJ�WKH�GLDJQRVLV�DQG�UHFRUGV�RI�
DQ\�WUHDWPHQW�RU�H[DPLQDWLRQ�UHQGHUHG�WR�PH��RU�P\�PLQRU�FKLOG��GXULQJ�WKH�SHULRG�RI�VXFK�FDUH�WR�WKLUG�SDUW\�SD\RUV�DQG�RU�RWKHU�KHDOWK�
SUDFWLWLRQHUV���,�XQGHUVWDQG�WKDW�,�DP�ILQDQFLDOO\�UHVSRQVLEOH�IRU�DQ\�EDODQFH�QRW�FRYHUHG�E\�P\�LQVXUDQFH�FDUULHU��3KRWRFRSLHV�RI�VXFK�
LQIRUPDWLRQ�DQG�DXWKRUL]DWLRQV�VKDOO�EH�FRQVLGHUHG�DV�YDOLG�DV�WKH�RULJLQDOV��
�
��������,I�WKLV�LV�D�ZRUNHUV�FRPSHQVDWLRQ�FODLP��,�XQGHUVWDQG�WKDW�LI�VHUYLFHV�DUH�UHMHFWHG�E\�ZRUNHUV�FRPSHQVDWLRQ�DV��QRW�EHLQJ�ZRUN�UHODWHG�RU�LQ�
GLVSXWH�DV�D�ZRUN�UHODWHG�LQMXU\��WKDW�,�DP�ILQDQFLDOO\�UHVSRQVLEOH�IRU�WKHVH�FKDUJHV��
�
��������,�DXWKRUL]H�WKH�SK\VLFLDQ�WR�LQLWLDWH�D�FRPSODLQW�WR�WKH�,QVXUDQFH�&RPPLVVLRQHU�IRU�DQ\�UHDVRQ�RQ�P\�EHKDOI��
�
��������7KLV�DXWKRUL]DWLRQ�LV�LQ�HIIHFW�XQWLO�,�FKRRVH�WR�UHYRNH�LW��
 

____________________________________________________________________                                                         ______________________________________ 

Signature of Patient or Legal Guardian                                                                                                                 Date 

 
 
 

0(',&$5(�$87+25,=$7,21�
 

1$0(�2)�%(1(),&,$5<��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB������
����������,�UHTXHVW�WKDW�SD\PHQW�RI�DXWKRUL]HG�0HGLFDUH�EHQHILWV�EH�PDGH�WR�PH�RU�RQ�P\�EHKDOI�WR�6XUJLFDO�6SHFLDOLVWV�RI�6W��-RVHSK��3�&��IRU�DQ\�
VHUYLFHV�IXUQLVKHG�WR�PH�E\�WKDW�SK\VLFLDQ�VXSSOLHU���,�DXWKRUL]H�DQ\�KROGHU�RI�PHGLFDO�LQIRUPDWLRQ�DERXW�PH�WR�UHOHDVH�WR�WKH�+HDOWK�&DUH�
)LQDQFLQJ�$GPLQLVWUDWLRQ�DQG�LWV�DJHQWV�DQ\�LQIRUPDWLRQ�QHHGHG�WR�GHWHUPLQH�WKHVH�EHQHILWV�RU�WKH�EHQHILWV�SD\DEOH�IRU�UHODWHG�VHUYLFHV��
�������,�KHUHE\�DXWKRUL]H�0HGLFDUH�WR�IXUQLVK�WR�WKH�DERYH�QDPHG�SK\VLFLDQ�VXSSOLHU�DQ\�LQIRUPDWLRQ�UHJDUGLQJ�P\�0HGLFDUH�FODLPV�XQGHU�7LWOH�
;9,,�RI�WKH�6RFLDO�6HFXULW\�$FW��7KLV�DXWKRUL]DWLRQ�LV�LQ�HIIHFW�XQWLO�,�FKRRVH�WR�UHYRNH�LW��
�
�
_____________________________________________________________________________________________________         ���������������������������������������������____________________________________________________ 

Signature of Patient or Legal Guardian                                                                                                               Date 
 

 

�
3$5(17�*8$5',$1�$87+25,=$7,21��)25�75($70(17�2)�0,125����ILOO�RXW�RQO\�LI�UHJLVWUDWLRQ�LV�IRU�D�FKLOG��
�
�,�DXWKRUL]H�WUHDWPHQW�RI�P\�FKLOG��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBE\�WKH�SK\VLFLDQV�RI�6XUJLFDO�6SHFLDOLVWV�RI�6W��-RVHSK��3�&���WR�
FRQGXFW�VXFK�H[DPV�DQG�WUHDWPHQWV�DV�PD\�EH�QHFHVVDU\�IRU�SURSHU�KHDOWK�FDUH���$OO�LQIRUPDWLRQ�RQ�UHJLVWUDWLRQ�DQG�PHGLFDO�KLVWRU\�IRUPV�
FRQFHUQLQJ�WKH�DERYH�VDLG�PLQRU�LV�FRUUHFW�WR�WKH�EHVW�RI�P\�NQRZOHGJH���
 

______________________________________________________________________________ 

Signature of Parent /Guardian                                   Please print name                                            Relationship to Child                                 Date 

 

 


