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PATIENT INFORMATION 

Patient’s Full Name        DOB     Age 

Patient’s SSN        Sex: Male         Female             Preferred Language 

Place of Birth: City  State   Country 

Marital Status: Single           Married           Widowed  Divorced            Separated                /   Student:  Yes / No 

Race:  Cauc             Afr American   Asian   Other       Ethnicity:  Hispanic  Non-Hispanic           

Address  City/State  Zip 

Home Phone     Mobile      Email 

Employer      Occupation      Work Phone 

Spouse          Spouse DOB    Spouse Phone 

Spouse’s Employer      Work Phone 

In the case of emergency, contact: Name 

Relationship:      Phone   

If Patient is a MINOR, please complete the following: 

Responsible Party Name         Relationship  

Address        City/State      Zip 

Mother’s Name  Employer 

Mother’s DOB   SSN  Work Phone 

Father’s Name   Employer  

Father’s DOB   SSN  Work Phone 

INSURANCE INFORMATION  (*If name on card is different from responsible party, DOB is required) 

Primary Insurance      Contract #     Group #  

Name of Insured          *DOB   

Secondary Insurance      Contract #     Group #  

Name of Insured          *DOB   

NOTE: Adult bringing child for treatment is responsible for payment of account.  If 18 or older, you are 
responsible for incurred charges.  If patient is a student, parent/responsible party signature is required. 
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