
 

 

 

 

 

Patient's Full Name:        Social Security #                                                    

 

Address:       City/State:    Zip: 

 

Date of Birth:                   Female  Male                                              

 

Preferred Contact Number:                  Cell                 Home                Work 

 

Alternative Contact Number:                   Cell                 Home                Work 

 

Email Address:                

 

Who should we contact in an Emergency:                Relation:      

 

Emergency Contact Number:                   Cell                 Home                Work 

 

Employer:         Contact Number:      

 

Is this a Workman’s Comp Visit?             Yes                         No         If yes, see a receptionist.  

 

 

 

If your insurance policy is under the name of an individual other than yourself: Spouse, Parent, Legal Guardian 

 

Full Name of Policy Holder:  Relationship to Patient: 

 

Date of Birth of Policy Holder:      Phone Number:  

 

 

 

Copays: You are expected to pay your copay and other services not covered by your insurance, at the time of service.  After claim 

submission and insurance payment(s) have been received, you will be responsible for any deductible, coinsurance, or other out of 

pocket expenses. 

 

Self/ Private Pay: See a receptionist for estimated charges. You are expected to pay for services rendered at the time of service. 

 

I understand that if I do not provide the correct information above and/or provide the correct insurance cards at each visit, I will be 

responsible for all charges incurred. 

 

I attest that all of the above information is accurate and correct. 

 

Patient’s Signature:           Date:     
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