
Please	fill	out	both	sides	of	this	form	completely	and	bring	
it	with	you	to	your	consultation	appointment.	

Patient	Information	 	 	 Date___________________________	
Name-Last_____________________________First__________________________________Middle_________________	
Nickname_______________	Sex	M	/	F				Age____	Birthdate________________	Social	Sec.	#________________________	
Address	–	Street	_______________________________City___________________	State____	Zip___________________		
Home	Phone	_______________________	Cell	Phone_____________________	Email_____________________________	
Parent/guardian’s	name	____________________________________			
Whom	may	we	thank	for	referring	you	to	our	office?	_______________________________________________________	
Responsible	Party	Information	
Last	Name	________________________________First	_______________________I.	____	Marital	status_____________	
Residence-Street	________________________________City_________________	State	____Zip____________________	
Mailing	Address-Street____________________________City_________________State____	Zip____________________	
How	long	at	this	address_____________	Home	phone	______________________Work	Phone_____________________	
Cell	Phone___________________________	Email_________________________________________________________	
Previous	Address	(if	less	than	3	years)	Street	_____________________________________________________________	
City___________________________________________________State______________Zip_______________________	
Soc.	Sec.	#______________________	Birthdate__________________	Relation	to	patient__________________________	
Employer	_____________________________Occupation___________________________	No.	Years	Employed________	
Spouse	
Last	Name_______________________________	First__________________	I.	____	Birthdate______________________	
Soc.	Sec.	#______________________	Relation	to	patient________________________	Work	Phone_________________	
Employer	_____________________________Occupation___________________________	No.	Years	Employed________	
Insurance	Information	
Insured’s	Name___________________________________________	Insured	Soc.Sec.	#	___________________________		
Employer	________________________________Employer	Address___________________________________________	
Insurance	Co._______________________________	Group	No.________________	ID	No.__________________________	
Insurance	Co.	Address____________________________________________	Phone______________________________	
Do	you	have	dual	coverage?							Yes		�	No		�						If	yes:	2nd	Insured’s	Name______________________________________	
Insured	Soc.Sec.	#		________________	Employer	_____________________Address______________________________	
I	Insurance	Co.______________________________	Group	No._________________	ID	No._________________________	
Insurance	Co.	Address____________________________________________	Phone______________________________	
Emergency	Information	
Name	of	nearest	relative	not	living	with	you______________________________________________________________	
Complete	Address________________________________________________________Phone______________________	

I	certify	that	the	above	information	is	accurate	and	I	agree	to	inform	this	office	of	any	changes	to	the	above	information	
in	the	future.	I	understand	that	where	appropriate,	credit	bureau	reports	may	be	obtained.		

Signature	(Parent’s	signature	if	minor)___________________________________________Date___________________	
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