CHART #__________________                                              DATE_______/_____/_______

PATIENT INFORMATION

NICKNAME:_________________

PATIENT NAME:________________________________BIRTHDATE _____/_____/_____

SS#________-_____-__________   SEX:  M / F       MARITAL STATUS:   S / M / D / W / O 

HOME PHONE (______)______________         CELL PHONE (            )________________

MAILING ADDRESS_______________________CITY_____________ST____ZIP_______

STREET ADDRESS (if different/or if above is PO Box)______________________________

EMPLOYER NAME__________________________WORK PHONE(_____)_____________

EMERGENCY CONTACT PERSON

NAME_______________________PHONE(_____)___________RELATIONSHIP_________

PARENT OR GAURDIAN INFORMATION:

MOTHER’S NAME______________________ FATHER’S NAME______________________

SS #______-____-________D.O.B.___/___/___ SS#______-____-________D.O.B.___/___/___

ADDRESS______________________________ADDRESS_____________________________

HOME PHONE(_____)___________________  HOME PHONE(_____)__________________

EMPLOYER____________________________ EMPLOYER___________________________

WORK PHONE(_____)__________________    WORK PHONE(_____)_________________

INSURANCE: PRIMARY______________________SECONDARY_____________________

I AUTHORIZE THE RELEASE OF ANY AND ALL INFORMATION NECESSARY TO PROCESS CLAIMS TO ANY INSURANCE COMPANY OR GOVERNMENT AGENCY.  I REQUEST THAT PAYMENT BE MADE EITHER TO MYSELF OR TO THE PARTY WHO ACCETPS ASSIGNMENT OF THIS CLAIM.  I PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL.  I REALIZE THAT I AM FINANCIALLY RESPONSIBLE IF INSURANCE DOES NOT PAY.

SIGNATURE__________________________________________ DATE______/_____/_____

