
PATIENT INFORMATION SHEET 
 

1.  About you      3. Account Responsibility 
 
Date: _____________________________________ Name: __________________________________ 
        
Patient Name: _____________________________  Employer: ________________________________ 
 
Home Address: _____________________________ Billing Address: ____________________________ 
 
City: _______________State: ______Zip: ________ City: _______________State: _____ Zip: _______ 
 
Home Phone: _______________________________ Phone: ____________________ Ext: __________ 
 
Cell Phone: _________________________________ Relation to patient: _________________________ 
 
Pager: ________________  Fax: ________________ SS Number: ______________________________ 
 
SS Number: ________________________________ 
         
Date of Birth: ________________________________ 4. Medical Insurance 
 
Employer: __________________________________ Policy # __________________________________ 
          
Address: ____________________________________ Group # __________________________________ 
 
City: _______________________________________ Insured Name: ____________________________ 
 
State: ____________________  Zip ______________ Address: _________________________________ 
 
When & phone number best  to reach you: __________ City: _______________State: _____ Zip: _______  
 
Who may we thank for referring you to us? _________ SS Number: _______________ DOB: __________ 
 
2. About Your Spouse    Ins. Company Name: _______________________ 
 
Are you married?  ○   Yes       ○    No   Address: _________________________________ 
 
Name of spouse: _____________________________ City: _______________State: _____ Zip: _______  
 
SS Number: _________________________________       Phone: ___________________________________ 
 
Date of Birth: ________________________________ 
        5. Emergency Contact 
Employer: __________________________________ 
        Name: ___________________________________ 
Address: ___________________________________ 
        Relationship: ______________________________ 
City: _______________ State: _____ Zip: _________ 
        Home Phone: _____________________________ 
Phone: ___________________ Ext: ______________ 
        Work Phone: ______________ Cell: ___________ 
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