
DATE:____/_____/_____

PATIENT NAME:_________________________________________

DATE OF BIRTH:____/____/____ AGE:____ SEX: M F

HOME ADDRESS:______________________________________

CITY/STATE:________________________ ZIP:_____________

HOME PHONE #: (_____)_____-________

WORK PHONE #: (_____)_____-________

CELL PHONE #: (_____)_____-________

E-MAIL:_____________________________________

SOCIAL SECURITY #:__________________________________

MARITAL STATUS:___________________________

PRIMARY LANGUAGE: __________________________

RACE:___________________________________________

ETHNICITY:____________________________________

HOW DID YOU HEAR ABOUT US?_____________________________________________

DO YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORNEY? YES NO

IF YES, NAME:____________________________ RELATIONSHIP:_____________

PHONE #:(_____)_____-_______

EMERGENCY CONTACT:____________________________ RELATIONSHIP:_____________

PHONE #:(_____)_____-_______

Patient Name:
Date of Birth:



PRIMARY CARE DOCTOR:___________________________________________

PHONE:__________________________________

PHARMACY:_____________________________ ADDRESS:__________________________

PHONE #:(_____)_____-_______

IS THERE A FAMILY MEMBER OR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE
YOUR MEDICAL INFORMATION WITH? YES NO

IF YES,
NAME(S)____________________________________________________________________

____________________________________________________________________________

WHO IS RESPONSIBLE FOR PAYMENT? ______________________________

RELATIONSHIP TO PATIENT? ________________ ADDRESS:________________________

CITY/STATE:_________________ ZIP:_________ PHONE #:(_____)_____-______

WHO REFERRED YOU TO US?
____________________________________________________________________________

INSURANCE INFORMATION:
PRIMARY INSURANCE COMPANY NAME:
_________________________________________________________________________

ADDRESS:________________________ CITY/STATE:_________________ ZIP:_________

PHONE #:(_____)_____-______ INSURED NAME:__________________________

DATE OF BIRTH ______________ EMPLOYER ___________________________

CONTRACT # __________________ GROUP # ____________________

SECONDARY INSURANCE COMPANY NAME:
_______________________________________________________________________

Patient Name:
Date of Birth:



ADDRESS:________________________ CITY/STATE:_________________ ZIP:_________
PHONE #:(_____)_____-______ INSURED NAME:__________________________

DATE OF BIRTH ______________ EMPLOYER ___________________________

CONTRACT # __________________ GROUP # ____________________

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE

PRESCRIPTIONS, OVER-THE-COUNTER MEDS AND HERBAL SUPPLEMENTS):

NAME DOSE HOW OFTEN DO YOU TAKE?
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Patient Name:
Date of Birth:


