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PATIENT INFORMATION FORM 
In order to file insurance and bill correctly for your service today we will need the following information.  

Please show your insurance card to the receptionist. 
PLEASE GIVE COMPLETED FORM TO THE RECEPTIONIST 

 
CIRCLE ONE:                 NEW PATIENT   PATIENT CHANGE          FAMILY CHANGE 
Have you been in before?  __Yes  __No 
PLEASE PRINT INFORMATION  
Patient Name: _________________________________________________________________________ 
                        LAST                                                         FIRST                            MIDDLE I. 

Address: _______________________________________________________________________________ 
                STREET/APT#                                   CITY                                    STATE/ZIP 

Hm. phone: ________________ Cell phone: _______________ Work/other phone: ______________ 
Date of Birth: ________________ SS#: ___________________ Sex: __F __M   E-mail: _______________ 
Employer: ___________________________________________ Primary Care Physician: _______________ 
Patient Race:        Ethnicity: 
__AA-Black or African American                           __ 01 – Hispanic or Latino 

__AI–American Indian or Alaska Native     __ 02 – Not Hispanic or Latino 

__AS–Asian        __ 03 – Unknown 

__HP–Native Hawaiian or Other Pacific Islander   What is your preferred language?  

__WH–White   __OR–Other Race    __English       __Spanish       __Other_________ 

PRIMARY HEALTH INSURANCE INFORMATION       
Insurance company name: _____________________________ Effective date: _________    Co-pay ________  
Policy #: _________________________________________________   Group #: __________________ 
Insured name: ________________________________________ Insured SS# __________________    
Insured address & phone: __________________________________________________________________ 
                                                        STREET/APT #                        CITY                     STATE/ZIP                          PHONE 
Insured date of birth: ____________________ Insured employer: __________________________________ 
Employer address & phone: _________________________________________________________________ 
                                                 STREET                         CITY                     STATE/ZIP                          PHONE 
Insured relationship to patient: _________________________________ 
SECONDARY HEALTH INSURANCE INFORMATION         
Insurance company name: _____________________________ Effective date: _________    Co-pay ________ 
Policy #: _________________________________________________   Group #: __________________ 
Insured name: ________________________________________ Insured SS# __________________    
Insured address & phone: __________________________________________________________________ 
         STREET/APT #                        CITY                     STATE/ZIP                          PHONE 
Insured date of birth: ____________________ Insured employer: __________________________________ 
Employer address & phone: _________________________________________________________________ 
                                                 STREET                         CITY                     STATE/ZIP                          PHONE 
Insured relationship to patient: __________________________________ 
Please complete responsible party information if different from person who carries primary insurance. 
Responsible party name: __________________________________________________________________ 
                                         LAST                                                         FIRST                            MIDDLE I. 

Responsible party address & phone: ___________________________________________________________ 
                                                           STREET/ APT#                                   CITY                       STATE/ZIP                     PHONE 

Date of Birth: ________________ SS#: ___________________ Relationship to patient: __________________ 
Employer: _____________________________________  
Employer address & phone: ________________________________________________________________ 
                STREET                         CITY                     STATE/ZIP                          PHONE 


