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Patient Information
Last Name: __________________________   First Name: ___________________________    Middle Initial: ______
Date of Birth: _____ / _____ / ___________   Gender: __________________    Marital Status: _________________
Address: _________________________________________________________________________________________
City: ________________________________    State: ____________________    Zip Code: _____________________
Cell Phone: _____________________________________   Home Phone: ___________________________________
Email: ___________________________________________________________________________________________
Primary Care Provider Name: ______________________________________________________________________
Primary Care Provider Phone: ______________________________________________________________________
Referring Provider Name: __________________________________________________________________________
Referring Provider Phone: _________________________________________________________________________
Pharmacy Name: _________________________________________________________________________________
Pharmacy Address: _______________________________________________________________________________
Pharmacy Phone: _________________________________________________________________________________
Emergency Contact Name: ________________________________________________________________________
Relationship to Patient: ____________________________   Phone: _______________________________________

Responsible Party
Billing Name: _____________________________________   Phone: _______________________________________
Relationship to Patient: ____________________________   Address: _____________________________________
City: _______________________________   State: _____________________    Zip Code: ______________________

The above information is complete and correct. I hereby authorize the release of information necessary to file a claim with my insurance company, and I assign benefits otherwise payable to the doctor or group indicated on the claim. I understand that I am financially responsible for all charges for medical services rendered regardless of insurance coverage. I have supplied a valid and current insurance card(s) and ID/Driver’s license to provide proof of insurance.

Patient/Guardian Signature: _____________________________________________    Date: ____ /____ /_______
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