
Patient information form (Please print)

Name                                                                                                                                       Date 

Address 

City                                                                                          State                              Zip 

1st phone                                                    2nd phone                                                           3rd phone 

Email  

Emergency contact and relationship                                                                                 Phone  

Social Security #                                                                                                Date of birth  

Referring physician                                                                                                 Marital status    S        M        D        W

Primary care physician                                                                                                Student         Full-time      Part-time

Employer name 

Address 

City                                                                                          State                              Zip 

Insurance information

Primary insurance                                                                               Secondary insurance 

Policy/Group #                                                                                    Policy/Group # 

Effective/Expiration date                                                                  Effective/Expiration date 

Insured

Name 

Address 

City                                                                                          State                              Zip 

Home phone                                                                                       Work phone                                                  

Social Security #                                                               Date of birth                                                              Gender    M        F

Employer name 

Address 

City                                                                                          State                              Zip 

I have completed the above registration form and understand state, regardless of my insurance status, 
I am ultimately responsible for the balance of my account for any professional services rendered. I certify 
this information if true and correct to the best of my knowledge. I authorized the release of any medical 
information necessary to process claims resulting from my visits and request payment of benefits to the 
party who accepts assignment.

Patient signature 

Parent signature (if minor) 
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