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Please print and complete this form and bring it with you to your first appointment. 
Patient Information (Name must match insurance information if applicable) 

 
Last Name: 

 
First Name:                                         MI: 

 
Address Line 1: 

Previous Name: 

Address Line 2:  
 

 
City:                                                                  State:                                      Zip: 
Home Phone: Cell Phone: Work Phone: 

 
Date of Birth Sex:   M     F  Marital Status:   Circle one 

  M        S       W       D    
 
SSN:                   /            / 

Primary Care Physician: 
 

Referring Physician: 

 
Who is responsible for paying the bill? (if different from above) 

Name (Last, First, Middle): DOB: 
                    /          / 

Street Address: 

City:                                                                  State:                                      Zip: 

Home Phone: Cell Phone: Work Phone: 
 

Sex:       Male           Female                                                                    SSN:             /           /                        
           

 
Emergency Contact Information (if different from responsible party) 

Name:                                                             Relationship to Patient:       Spouse       Parent         Other   

Street Address: 

City:                                                                 State:                                      Zip: 
 
Home Phone:                                                   Cell Phone:                            Work Phone: 
 

 
Insurance Subscriber:  [Please provide a copy of your insurance card(s).] If same as patient, skip this section. 

Name (Last, First, MI):             
                                                                                   DOB:      /       /               SSN:          /            / 
Street Address:    

City:                                                                  State:                                      Zip: 
 
Home Phone:                                                   Cell Phone:                            Work Phone: 
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Sex:       Male         Female  
Relationship to Patient:       Spouse        Parent       Other (please specify)     

  
Patient Name:                                                                                                  DOB:            /         /                                                                   

 
Employment Information: 

Employment Status:        Employed  FT  PT              Unemployed          Retired 
Employer Name:                                                                           Phone:  
Street Address: 
City:                                                                   State:                                      Zip: 

 
Pharmacy Information 

Preferred Pharmacy Name and Address: 
 
Preferred Mail Order Pharmacy: 

 
Minor (under age 18) or Guardianship Info:   Who has legal responsibility for the patient?  
If required, please provide a copy of your guardianship or custody agreement.    

Name:                                                                                         Phone: 

Relationship to Patient:       
                                           Parent         Spouse          Guardian          Other (please specify)  
Street Address: 

City:                                                                  State:                                   Zip: 

Who is authorized to bring the patient in for treatment? 
 

  
Other Information to improve services and quality of care for all patients 

 
Race:              Asian            White            African American         Other ___________         No Answer 
                                                                                                                   (please specify) 
Ethnicity:       Hispanic       Non-Hispanic                                                                              No Answer 
 
Preferred Language:         English            Spanish          Other __________                        No Answer 
                                                                                                      (please specify) 

 
I certify that the information I have given above is true and accurate.   
 
Patient’s relationship to signer:       Patient          Spouse         Parent            Child          Guardian         Other ___________ 
                                                          Patient is unable to sign or acknowledge    
 

____________________________________     ___________________________________        ______________
        Printed Name                        Signature Date




