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Last Name_______________________________ First Name___________________________________ MI ___________  

D.O.B _________/_______/_______            Sex:        Male       Female        SSN: ________-______-__________            

Marital Status:         Single        Married        Separated         Divorced          Widowed         Partner            

Race:         White/Caucasian        Black/African American        Asian        American Indian/Alaskan Native  

                   Native Hawaiian/Other Pacific Islander                                                     

Ethnicity        Hispanic         Non-Hispanic                   Language ________________________________________________ 

Mailing Address_____________________________________________________________________________________ 

Home Phone _______________________________ Mobile Phone____________________________________________ 

Email Address___________________________________@________________________________          None       Decline 

Employed       Employer_________________________________________Occupation_____________________________ 

Student         Full Time           Part Time         Retired          Unemployed         Disabled 

Emergency Contact: __________________________________________Relationship_____________________________  

Emergency Phone: _________________________________________    

    

Please check as they apply to you.  If you have any questions please speak with your Provider. 

Do you have?           Health Care Proxy            Advanced Directive                  Durable Power of Attorney 

Can you provide a copy              Yes              No 

Name of Legal Guardian or Health care proxy_____________________________________________________________ 

 Relationship to patient: _______________________________________Phone: _________________________________ 

Primary caregiver: provides day to day care for patient and receives instructions about care         None          Yes 

Caregiver Name____________________________________________________________________________________ 

Relationship to patient ______________________________________________________________________________ 
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INSURANCE INFORMATION 

 

PLEASE GIVE INSURANCE CARD TO RECEPTIONIST 

 

Primary Ins. Plan Name____________________________________ Ins. Phone____________________ 

Policy I.D____________________________________________ Group# _________________________ 

Policy Effective Date ____________ Relationship to Policy Holder_______________________________ 

Policy Holder Name______________________________ Policy Holder D.O.B______________________ 

Policy Holder Address__________________________________________________        Same as patient 

 

Secondary Ins. Plan Name____________________________________ Ins. Phone__________________ 

Policy I.D_____________________________________________ Group# _________________________ 

Policy Effective Date ____________ Relationship to Policy Holder_______________________________ 

Policy Holder Name______________________________ Policy Holder D.O.B______________________ 

Policy Holder Address___________________________________________________       Same as patient 

 

Workers Comp/ No Fault:   

 Is this visit under Workers Comp/No Fault?  YES ______   NO ______ 

Insurance Company: _______________________________________________ 

Claim Number: ___________________________________________________ 

Date of Accident: _________________________________________________ 
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