
OUT OF STATE ADDRESS:

SPOUSE'S NAME: 	

EMAIL ADDRESS: 	

PHONE:

NATIVE LANGUAGE: 	SPOUSE'S EMPLOYER:

STATE: ZIP:

OCCUPATION:

EMPLOYED
CI FULL TIME
	

▪ 

RETIRED

STUDENT
FULL TIME
NON-STUDENT

['PART TIME
COOT EMPLOYED

[PART TIME

COMPLETE ONLY IF PATIENT IS NOT INSURED
INSURED'S INFORMATION

INSURED'S NAME:
M or F MARRIED SINGLE WIDOW DIVORCED
PATIENT'S RELATIONSHIP TO INSURED: 	
INSURED'S DATE OF BIRTH: 	
INSURED'S EMPLOYER:

PRIMARY INSURANCE COMPANY NAME

TYPE	 GROUP	 PRIVATE

MEMBERSHIP/CERT #: 	

POLICY/GROUP #: 	

PRIVATETYPE	 GROUP

SECONDARY INSURANCE COMPANY NAME

MEMBERSHIP/CERT #: 	

POLICY/GROUP #: 	

INSURED'S INFORMATION
INSURED'S NAME: 	
M or F MARRIED SINGLE WIDOW DIVORCED
PATIENT'S RELATIONSHIP TO INSURED: 	

INSURED'S DATE OF BIRTH: 	
INSURED'S EMPLOYER:

NEW PATIENT INFORMATION FORM

PLEASE PRINT

GENERAL INFORMATION:

PATIENT LAST NAME: 	

ADDRESS: 	 CARE OF: 	

CITY:	 STATE: 	 ZIP: 	  PHONE (HOME): 	

DRIVER'S LICENSE #: 	 NO. CHILDREN: 	  PHONE (WORK): 	

FIRST NAME:

SEX: MALE OR MARRIED SINGLE DATE OF BIRTH SOCIAL SECURITY NUMBER
FEMALE WIDOWED DIVORCED /	 /

PATIENTS EMPLOYER'S NAME: 	

ADDRESS:

CITY: 	

PHONE:

INSURANCE INFORMATION:
COMMERCIAL INSURANCE AND MEDICARE ONLY

AUTOMOBILE ACCIDENT / WORKER'S COMPENSATION

INSURANCE COMPANY: 	 CLAIM U:	  POLICY #: 	

ADDRESS: 	  PHONE NUMBER: 	

CITY: 	 STATE: 	 ZIP: 	  DATE OF INJURY:	

ATTORNEY'S NAME: 	  PHONE NUMBER: 	

ADDRESS:	 CONTACT NAME:

RELEASE AND ASSIGNMENT 
I authorize release of any information necessary to process my insurance claims and assign and request payment
directly to my physicians.

PATIENTS SIGNATURE: 	 DATE:



CONSENT FOR TREATMENT OF A MINOR

I hereby authorize, 	  to administer an exam,

x-rays or treatment as they deem necessary to my

PARENT/GAURDIAN SIGNATURE

DATE	

WITNESS



PRIVACY PRACTICES ACKNOWLEDGMENT

Posted on Lobby Wall

ACKNOWLEDGEMENT FORM

I have received the Notice of Privacy practices and I have been provided an opportunity to review it.

NAME	 BIRTHDATE	

SIGNATURE

DATE

WAIVER

1 acknowledge that I was given the opportunity to accept the Notice of Privacy Practices and have chosen
not to receive that Notice or have it explained to me.

NAME	 BIRTHDATE	

SIGNATURE

DATE
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