
Patient Information Form 
 
Name: ___________________________________________________________________________________ Date: __________________________ 

  First   Middle    Last 

Address: ____________________________________________ City: ____________________________ State: ______________ Zip: ____________ 

Cell #: ______________________________________ Home Phone: _______________________________________ Birthdate: ________________ 

Email: ______________________________________________________________      Soc. Security #: _____________________________________ 

Circle Appropriate Answer  Minor/ Single/ Married/ Divorced/ Widowed/ Separated 

If college student: Full-time/ Part-time School: _______________________________________ City: ____________________ State: _____________ 

Patient or Parent’s Employer: _____________________________________________________ Work Phone: _______________________________ 

Business Address: _____________________________________ City: _____________________ State: _____________ Zip: ____________________ 

Spouse or Parent’s Name: ______________________________ Employer: _________________ Work Phone: _______________________________ 

Whom may we thank for referring you? _______________________________________________________________________________________ 

Person to contact in case of an emergency: _______________________________________________ Phone: ____________________ 
 

Responsible Party 
 

Name of person responsible for this account: ________________________________________________ Relationship: _______________________ 

Address: ______________________________________________________________________________ Home Phone: ______________________ 

Drivers license #: _____________________________________ Birthdate: _________________________ SSN: ______________________________ 

Email Address: ________________________________________________________   Is this person a patient in our office? Yes/ No 

Employer: ___________________________________________________________ Work Phone: ______________________________________ 
 

Insurance Information 
 

Name of Insured: _____________________________________________________ Relationship To Patient: ________________________________ 

Birthdate: __________________________________________ SSN: _______________________________ Date Employed: ____________________ 

Employer: ___________________________________________________ Insurance Company: ___________________________________________ 

Tel #: ________________________________ Group #: _____________________________ ID #: _________________________________________ 

Do you have additional insurance? Yes/ No  If yes complete the following: 

Name of Insured: _______________________________________________________Relationship To Patient: ______________________________ 

Birthdate: ____________________________________________ SSN: ______________________________ Date Employed: ___________________ 

Employer: ___________________________________________________ Insurance Company: ___________________________________________ 

Tel #: _________________________________ Group #: _____________________________ ID #: ________________________________________ 

 
X____________________________________________________________________________ Date: _____________________________________ 
Signature of patient (or parent, if minor) 


