
 
 
Last Name ______________________________________________     First Name ___________________________________________________   MI _________ 
 
Date of Birth ___________________________________     Social Security #  _______________________________            Sex:  _____  Male     _____Female  
 
Address ______________________________________________________     Zip ____________     City__________________________________   State_________   
 
Home Phone ___________________________________                   Daytime Telephone______________________________________  
 
Cell Phone# ____________________________________                   Email: ________________________________________________ 
 

Marital Status Employment Contact Preference Pref Language Race Pt has Legal Guardian 
Single  Full T ime  Cell Only  English  American Indian  Yes  

Married  Part T ime  Home Phone  Spanish  Asian  No  
Divorced  Unemployed  Work Phone  French  Black/African Amer.  N/A  
Legally Separated

 
Retired  OK to Leave Message  Hindi  Hispanic/ or Latino  

 

Widowed
  

Student  Don't  Call at  Home  Italian  Native Hawaiian or 
Pacific Islander  

Communication 
Barrier 

Life Partner
 

 Don't  Call at  Work  
Other  White /Caucasian  Hearing Impaired

 
   No Preference_______  

 __________ More than one Race  Vision Impaired
 

  Other ______________   Decline to Provide  Need an Interpreter
 

 
Employer  Name __________________________________________________             Work Telephone:  _________________________________ 
 
Emergency Contact:  ______________________________________________              Emergency Contact Phone: _________________________ 
 
Who is your Primary Care Provider? ___________________________________           Phone# __________________________________________ 
 

RESPONSIBLE PARTY/GUARANTOR INFORMATION - Complete if different than patient information. 
 
Name of person financially responsible _____________________________________________________________________________________ 
 
Address______________________________________________  City _______________________________  State_______   Zip ____________ 
 
Telephone _______________________________ Social  Security # _________________________ Relationship __________________________ 

INSURANCE INFORMATION 
 

Primary Insurance Information 
Name of Insurance _____________________________________________________________  Group #  _______________________________ 
 
ID # _______________________________________ Name of the person insured    ________________________________________________ 
 
Patient’s relationship to insured:   _____Self     _____Child     _____Spouse      ____________    Isured’s  Date of Birth _______________        
 
Sex: _____Male  _____ Female                               Employer_________________________________________________________________   
 
Insured Social Security #: ______________________________________________   Effective Date of policy ___________________________  
 

Secondary Insurance Information 
Name of Insurance _____________________________________________________________  Group #  _______________________________ 
 
ID # _______________________________________ Name of the person insured__________________________________________________ 
 
Patient’s relationship to insured:   _____Self     _____Child     _____Spouse      ____________           Insured’s  Date of Birth 
_______________        
 
Sex: _____Male  _____ Female                               Employer___________________________________________________________________   
 
Insured Social Security #: ______________________________________________   Effective Date of policy ___________________________  
 
 
Assignment and Release:  I hereby authorize my insurance benefits to be paid directly to the undersigned Provider and I am financially 
 responsible for non-covered services.  I authorize the Provider to release any information required.   
 
 
Signature: ___________________________________________________    Date: _________________________________________            
Ptreg.12.10 
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