
Today’s Date:_ ________________

Patient’s last name:_____________________________________ First:_ _______________________Middle:___________________

Marital status (circle one)     ❍   Mr.       ❍   Mrs.        ❍   Miss.        ❍   Ms. Single/Mar/Div/Sep/Widow

Is this your name?      ❍   Yes       ❍   No. 

If not, what is your legal name? (Former name): _ _________________________________________________________________

Birth date:________________________Age:___________Sex:________________________________________________________ 

Street address:____________________________________Socia security no:__________________________________________ 

Home phone no.:_ _________________P.O. Box: _ ________City: _________________ State:_ _____ Zip Code:________________

Occupation:_ _____________________ Employer:__________________________ Employer phone no:_ ____________________

(Chose clinic because/Referred to clinic by (please check one box): 

❍   Dr.     ❍   Insurance Plan     ❍   Hospital     ❍   Family     ❍   Friend     ❍   Close to home/work 

❍   Yellow Pages     ❍   Other  
 
Other family members seen here:_______________________________________________________________________________

Race: 

❍   American Indian      ❍   Asian     ❍   Native Hawaiian     ❍   Black or African American     ❍   White     ❍   Hispanic      

❍   Other Race     ❍   Other Pacific Islander      

Ethnicity: 

❍   Hispanic      ❍   Not Hispanic     

Language: 

❍   English      ❍   Indian     ❍   Spanish    ❍   Russian     ❍   Tagalog     ❍   Thai     ❍   Other____________________________

Primary Care Physician:______________________________________________Phone No.:________________________________

Referring Physician:_________________________________________________Phone No.:_______________________________

Pharmacy:_________________________________________________________Phone No.:______________________________

Mail Order.:_____________________________________________________

PATIENT INFORMATION



INSURANCE INFORMATION 
 
Person Responsible for bill:_____________________________________________________________________________________

Birth date:____________ Address (if different):________________________________ Home phone no.:_____________________ 
 

Is this person a patient here?    ❍   Yes       ❍   No

Occupation:_ ____________________________________________ Employer:_ _________________________________________ 

Employer address:_________________________________________  Employer phone no:_________________________________

Is the patient insured?     ❍   Yes       ❍   No   (Please give your card to receptionist.)

Patient’s last name:_____________________________________ First:_ _______________________Middle:___________________

Marital status (circle one)    ❍   Mr.       ❍   Mrs.        ❍   Miss.        ❍   Ms. Single/Mar/Div/Sep/Widow

Is this your name?      ❍   Yes       ❍   No. 

If not, what is your legal name? (Former name): _ _________________________________________________________________

Birth date:_ _______________________ Age:___________Sex:________________________________________________________ 

Street address:__________________________ Socia security no: ____________________ Home phone #:___________________	

Patient’s last name:_____________________________________ First:________________________Middle:___________________

Marital status (circle one)    ❍   Mr.       ❍   Mrs.        ❍   Miss.        ❍   Ms. Single/Mar/Div/Sep/Widow

Is this your Subscriber’s       ❍   Yes       ❍   No.  

Subscribers S.S. no.:____________________________ Birth date: ____________________ Group no.: ________________________

Policy no.:_____________________________________________________________________ Co-payment:_____________________

Patient’s relationship to subscriber:_____________________________________________________________________________


