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Whom may we thank for referring you? ________________________________________________________ 

Patient Name: ________________________________________________ Birth date: ______/______/______ 

Address: ________________________________________________________________________________ 

City/State: _________________________________________________ Zip: __________________________ 

        SSN: ________/________/________  □ Male  □ Female 

Home Phone: 

Patient Information Form 

(           )                                 

Please indicate any allergies you have to medications: ______________________________________________ 

   □ Minor □ Single     □ Married     □ Widowed 

Patient’s or parents employer_____________________________ Work Phone: (_____)___________________ 

Occupation: _________________________________ Spouse or parent’s name: _________________________ 

Address:______________________________________________Home Phone: (_____)___________________  

 
Chief Complaint/Reason for visit: ______________________________________________________________ 

Describe any condition we should know about (i.e. hypertension, diabetes, etc.):________________________ 

__________________________________________________________________________________________ 

Current Medications (including Non-Prescription):_________________________________________________ 
__________________________________________________________________________________________ 
Family Physician: ___________________________________    Phone: (_______)_______________________ 
___________________________________________________________________________________________________________ 

Insurance Information: 
Name of primary Insurance: __________________________________________________________________ 

Name of Insured: ________________________________Relationship to Patient:________________________ 

Birth Date: _____/_____/_____     SSN: _____/______/_____   Work Phone: (        ) _____________________ 

Do you have Secondary Insurance? □ Yes  □ No  
Name of Secondary Insurance: ___________________________ 
Name of Insured: _________________________________ Relationship to patient: ______________________ 

Birth Date: _____/______/_____      SSN:______/______/_____     Work Phone: (____)__________________ 

Assignment Of Benefits: 
I authorize release of any information concerning my (or my child’s) health care, advice and treatment provided 
for the purpose of evaluating and administering claims for insurance benefits. I also hereby authorize payment 
of insurance benefits otherwise payable to me directly to the doctor. 
Signature of Insured  :___________________________________________      Date:_____________________ 
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