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PLEASE PRINT                                                                                                             Today’s Date ______/______/______ 
 
Name ___________________________________________________________________________________ 
           Last                                                        First                                                               M.I. 
 
Date of Birth:_________/_________/_________     Age: ______________                   Sex:  Male  Female      
 
Marital Satus:_____________________________                                       SSN:________/________/________ 
 
Address:__________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
                                                                                                                                 
Home Phone:___________________   Work Phone:____________________ Cell Phone:_________________     
 
E-Mail:_____________________________  Would you like to receive our quarterly Newsletter?  Yes  No      
 
Referred By:______________________________________   Relationship:____________________________ 
 
Primary Care Doctor:__________________________________________________ 
 
May we leave personal medical information on your answering machine at home?  Yes  No 
 
May we e-mail personal medical information to you?  Yes  No 
 
Do you give our office permission to discuss your medical information with family members? 
 
⁭ Yes ⁭ No (If yes, please provide their name and phone numbers below): 
 
Name:___________________________ Relationship:________________________ 
 
Phone (Day):______________________ Phone (Evening):____________________ 
 
Emergency Contact Information: 
 
In case of emergency, whom should we notify?______________________________ Phone:______________ 
 
Relationship to Patient:________________________ 
 
Important: Please present your insurance card(s) and a photo ID to Receptionist, along with completed form. 
 
Signature of Patient:_______________________________________ 
 
Signature of Parent or Guardian:______________________________ 
 
Medicare patients, complete the following information: 
 
Medicare ID #________________________________ 
 
Secondary Insurance:_____________________________                Group #/ID #____________________________ 

 


