
 

So that we may best serve your health care needs, please complete the following information as 
accurately as possible. - Thank you 

CONFIDENTIAL INFORMATION 

Name _________________________________ Social Security #_____________________ 

Date of Birth___________________________ Gender: Male ________ Female ________ 

Address___________________________________________________________________  

City______________________________________ State_________ Zip Code___________ 

Home Phone ___________________________ Work Phone__________________________ 

Cell Phone_____________________________ Email_______________________________ 

Employer______________________________ Type of Work_________________________ 

Marital Status: 
Single________Married_______Separated________Divorced________Widowed_______ 

Spouse Name______________________________________  

Spouse Employer___________________________________ 

Primary Care Physician________________________________ Phone #________________ 

Insurance Co ____________________________ Policy #____________________  

Group#____________ 

2nd Insurance Co ____________________________ Policy #____________________  

Group#____________ 

Whom may we thank for referring you to our office?_____________________________ 

Emergency Contact______________________________ Phone #____________________ 

Hobbies__________________________________________________________________ 

Authorization for Examination and Treatment 

 

________________________________________ _________________________ 
Signature        Date 


