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Please tab to move from field to field.

Please attach this document in an email to drayer1515@yahoo.com
or print it on your home printer if you are filling it out prior to coming into the office.

	Patient Information

	Please provide the following information for our records and be prepared 
to show all insurance cards to our receptionist. Thank you for your cooperation.

	Patient’s Name:  (last, first, middle)         

	Patient’s relationship to primary insurance policy holder:  (please check one)
 FORMCHECKBOX 
 Self        FORMCHECKBOX 
 Spouse        FORMCHECKBOX 
 Daughter        FORMCHECKBOX 
 Son        FORMCHECKBOX 
 Other       

	Sex: (please check one)    FORMCHECKBOX 
 Female        FORMCHECKBOX 
 Male
	Date of Birth:       

	Home Address:       

	City, State, Zip Code:       

	Home Phone:  (   )      
	Work Phone:  (   )                 ext.      

	Patient’s SS#:       
	Occupation:       

	Patient’s Employer:       
	Phone: (   )      

	Address:       

	City, State, Zip Code:       

	Marital Status: (please check one)    FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Divorced      FORMCHECKBOX 
 Widowed

	Name of Spouse:       

	Name of Parents, if patient is a dependant:       

	Address, if different from patient:       

	City, State, Zip Code:       

	Person to contact in case of emergency:        

	Relationship to patient:       
	Phone: (   )      

	Referring Physician: (first, last)         
	 FORMCHECKBOX 
 MD      FORMCHECKBOX 
 DO      FORMCHECKBOX 
 DC

	Address:       
	Phone: (   )      


(continued on next page) 

	Is this injury/illness related to:  (please check one)      FORMCHECKBOX 
 Auto Accident      FORMCHECKBOX 
 Work Related      FORMCHECKBOX 
 Other Accident

If YES,   • Please list date of injury here:       
              • Advise the receptionist, as there is additional paperwork for you to complete in addition to this form.

	Primary Insurance:       

	Address:       

	City, State, Zip Code:       

	Policy Contract Number:       
	Group Number:       

	Subscriber:       
	Date of Birth:       

	Relationship of Subscriber to Patient:       

	Employer of Subscriber, if different than previous:         

	Address, if different than previous:       

	Phone, if different than previous:  (   )      

	Secondary Insurance:       

	Address:       

	City, State, Zip Code:       

	Policy Contract Number:       
	Group Number:       

	Subscriber:       
	Date of Birth:       

	Relationship of Subscriber to Patient:       

	Employer of Subscriber, if different than previous:         

	Address, if different than previous:       

	Phone, if different than previous:  (   )      



