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Patient Information 
Thank you for choosing our office. In order to serve you properly, we need the following 
information. Please Print. All information will be confidential. 
 
Patient Name: ______________________________________________ Gender: _____________ 
 
Address: _____________________________ City: ______________ State: _____ Zip: _________ 
 
Home Phone: _________________________ Cell Phone: ________________________________ 
 
Date of Birth: __________________________ Social Security: ____________________________ 
 
 
Patient’s or Parent’s Employer: _____________________________________________________ 
 
Work Phone: ___________________________________________________________________ 
 
Spouse’s Name: ___________________________ Work Phone: __________________________ 
 
 
If insured-person is someone other than the patient, please provide the following information: 
 
Insured’s Name: ___________________________________ Date of Birth: __________________ 
 
Insured’s Social Security: _________________________ Relation to Patient _________________ 
 
 
In case of emergency who do we contact?  
 
Name: ______________________________________ Phone Number: _____________________ 
 
Whom may we thank for referring you? ______________________________________________ 
 



I authorize release of any information concerning (or my child’s) health care, advice and 
treatment provided for the purpose of evaluating and administering claims for insurance 
benefits. I also hereby authorize payment of insurance benefits otherwise payable to me directly 
to the doctor. 
 
 
X ____________________________________________ Date: ___________________________ 


