New Patient Information

Patient Name Date
Address:

Street City State Zip
Mailing Address if different from above:
Address:

Street City State Zip
Contact Info: (__ ) () )

Home Phone Work Phone Cell Phone E-mail

Birth date: Age “Male “IFemale
Best time to contact TAm  [JPm Driver’s License # SSecurity #
Marital Status: [1Married 1Divorced  [Single “JChild [JOther

How did you hear about our office? [1Yellow Pages [JFamily [Friend [Drive by [1Webpage
1 Other . We like to thank those people who refer patients to
our office. Will you give us their name?

Are other members of your family patients here? [1Yes "INo
Responsible Person (Spouse/Parent/Guardian:

Address:

Street City State Zip

In case of emergency please contact: Phone
SSSS53S553S53S35S3SS5SSSSSSSSSSSSSS3SSSS5SSSSSSSSSSS3S535S3SS5S3333S53333>5>>5>5>

MEDICAL/DENTAL INSURANCE INFORMATION
Please provide us with a copy of your insurance card.

Policy Holder's Name Birth Date

Policy Holder's SS# Relationship to patient Qself Uspouse Uchild Qother
Name of Insurance Company Group #

Insurance Company Address Phone #

City/State/Zip Employer Phone #

If patient is covered by more than one insurance company, please complete the following:

Policy Holder's Name Birth Date

Policy Holder's SS# Relationship to patient Qself Uspouse Uchild Qother
Name of Insurance Company Group #

Insurance Company Address Phone #

City/State/Zip Employer Phone #

MEDICAL CARRIER Policy # Phone #

Policy Holder's Name SS#

Is patient a student? QYes UWNo School Attending

UFull Time QPart Time Name of School City/State

RELEASE AND ASSIGNMENT:

I hereby authorize the release of any information, including the diagnosis and the records of any treatments or examination rendered, to my insurance company or
companies. This release is solely for the purpose of facilitating the billing and reimbursement of insurance benefits, for which | am entitled, directly to the doctor.




Signed:

Date:




