
 
PATIENT INFORMATION FORM 

 
Patient Name: ___________________________ HM#: ______________ Cell: __________________ 
 
Home address: __________________________ City: _______________ State:             Zip: _______ 
 
DOB: _________________ Age: ____ SS# ______________ Email: _________________________ 
 
Patient Employer:                                                                               Work#  
 
Emergency Contact:                                    Relationship:                                      Phone: 
 
Who may we thank for referring you to us? 

                    Who is Financially Responsible for this account? 
 

Name of responsible person:                                            Policy ID Number: 
 
DOB:                       SS#                                                  Employer: 
 
ATTENTION: We file primary and secondary insurance as a courtesy to our patients. There will 
be a fee for any additional forms needing to complete for purpose other than payment for 
services render. 
 
Primary Insurance name:                                                             Policy ID Number: 
 
Claim mailing address:                                                                 Group Number: 
 
City, State, Zip:                                                                             Phone Number: 
 
Insured Name:                                                                              Relation to Patient: 
 
Secondary Insurance name:                                                         Policy ID Number: 
 
Claim mailing address:                                                                 Group Number: 
 
City, State, Zip:                                                                             Phone Number: 
 
Insured Name:                                                                              Relation to Patient: 
 
I have read all information contained in the form and have completed the above answers. I certify this information 
is true and correct to the best of my knowledge. I will notify you of any changes to my health insurance 
information and any information noted above. 

 
Patient Signature:                                                                           Date:    
 
Parent Signature (if patient is minor):                                             Date:   
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