
PATIENT INFORMATION FORM

Preferred Name GenderFirst Name Last Name

Street Address

Last 4 digits of SSN Date of Birth

City State 7ip

Email Address

Cell Phone

Primary Care Doctor and Location

Work Phone Home Phone

Pharmacy Name and Location

Primary Medical lnsurance lnformation

lnsurance Name

Patients RelationshiP to lnsured

Policy/lD Number

tr Sett E Spouse tr Child EI Other

Subscriber Name

Secondary Medical lnsurance lnformation

lnsurance Name

Patients RelationshiP to lnsured:

Policy/lD Number

tr Setf E Spouse tr Chlld E Other

Subscriber Name

Vision lnsurance lnformation

lnsurance Name

Patients Relationship to lnsured:

Policy/lD Number

tr Setf E Spouse tr Child tr Other

Subscriber Name

DatePatient Signature

Please Read:

I ocknowledge thot t have hod the chonce to review the Notice of Privacy Proctices ond upon request moy

hove o copy. The potient's portion is to be poid ot the time services ore rendered unless other

orrongements ore made in advonce. The undersigned will be responsible for ony bill incurred in this office

regordless of insuronce. Accounts 90 doys old are subiect to collection fees in oddition to the occount

bolonce due. There witt be a chorge on all returned checks. Professionol services ore not refundable and

otl product soles ore finol. Any returns thot ore opproved may be subiect to o restocking fee. I outhorize

poyment by my insurance compony and thot finol determination con only be mode when the claim is

processed. I outhorize the use of this form on all insuronce submissions ond the releose of oll informotion

to my insuronce companies. I outhorize my doctor to oct os my ogent in helping me obtoin poyment from
insuronce companies. I permit a of this outhorizotion to be used in ploce the al.

Parent/Guardian Name if Applicable Parent/Guardian Date of Birth


