
PLEASE PRINT

It is customary to pay for services when rendered unless other arrangements have been made 
with our offi ce.

Authorization to release information: I hereby authorize release of any medical information 
necessary in the course of treatment. I also hereby authorize any payment for medical services 
provided to be made directly to the physician.

DATE; ____________________ PATIENT’S SIGNATURE: _______________________________________________________

DATE: _______________________________

NAME: _________________________________________________________________________________________________

ADDRESS: ______________________________________________________________________________________________

CITY: ________________________________________________________  STATE: ____________ ZIP: _________________

HOME PHONE: ( _____ ) __________________________ CELL PHONE:    ( _____  )  __________________________

BIRTHDATE: _____________ AGE: ______________  SEX: _________  SOCIAL SECURITY: ________________________

REFERRED BY: __________________________________________________________________________________________  

EMERGENCY CONTACT: _______________________ /  ______________  PHONE: (  _____  ) ________________________
 RELATIONSHIP

EMPLOYER: __________________________________________________  PHONE: (  _____  ) ________________________

ADDRESS: ________________________________ CITY: _______________________  STATE: _______  ZIP: _____________

MARTIAL STATUS __________________________________ SPOUSE/PARENT: ___________________________________

SPOUSE/PARENT EMPLOYER: ________________________________  PHONE: ( _____ )  _________________________

SPOUSE/PARENT EMPLOYER’S ADDRESS: ________________________________________________________________

CITY: ______________________  STATE: _________ ZIP __________ SOCIAL SECURITY: _________________________

CURRENT MEDICATIONS: ________________________________________________________________________________

HOSPITALIZATIONS: _____________________________________________________________________________________

ALLERGIES: ____________________________________________________________________________________________

PRIMARY INSURANCE COMPANY: _________________________ POLICY NUMBER: ____________________________

NAME OF INSURED: ________________________________  SEX: ________  BIRTHDAY: ___________________________

ID #: _________________________________________________________  GROUP #: ______________________________

SECONDARY INSURANCE COMPANY ___________________________ POLICY # ______________________________

NAME OF INSURED: ________________________________  SEX: ________  BIRTHDAY: ___________________________

ID #: _________________________________________________________ GROUP #: ______________________________  

ADDITIONAL POLICY INFORMATION:______________________________________________________________________
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