Patient Information

Insurance Policy Holder Information

First Name M.l. Last Name Which of the following will you be using?

D Major Medical D Medicare D Worker's Comp D No-Fault
Address 1 What is the carrier’s name? How will you pay today?

Ocash Ccheck Clcc

Address 2 Who is the Policy Holder?

O serr O other (If Other, fill-out information below)
City State ZIP Code Policy Holder’s First Name M.I.  Last Name
Home Phone Cell Phone Relationship to Patient Policy Holder's Date of Birth
Work Phone Occupation Policy Holder’s SSN Policy Holder’s Employer Name
E-Mail Address Sex Policy Holder’s Phone Number Policy Holder’s Occupation
Social Security Number Date of Birth

Employer Information

Patient's Employer Name Employer Phone Number

Attorney Information

Attorney Name Attorney Phone Number

Employer Address 1

Attorney Address 1

Employer Address 2

Attorney Address 2

City State ZIP Code

City State ZIP Code

Patient History

What are your major complaints?

Date when you last visited us

What other health concerns do you have?

I attest that my answers to the questions on this form are true and
correct to the best of my knowledge and authorize treatment.

I hereby authorize the attending Doctor to release any information
concerning my examination or treatment.

I hereby assign payment directly to this office for professional
services rendered and I shall be personally responsible for any
unpaid balance to the Doctor.

Signature of Patient Date
Signature of Patient Date
Signature of Patient Date
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