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                              WELCOME TO THE PRACTICE! 
How Did You Find Us? 
Whom Can We Thank? ________________________________________ 
 
Patient Name:________________________________________________ 

Today’s Date______/______/______ 

Home Address_____________________________ Apt/PO Box___________ 

City____________________________ State__________ Zip ____________ 

Home Phone #  (______)______________ Cell Phone #  (_____)_____________ 

Work Phone #   (______)__________________ Ext ______   

E-Mail: ____________________________________________________________ 

Social Security #: _________________________________  

Date of Birth______/______/_______     Age________    Sex:  M / F 

Emergency Contact:____________________________ Phone#___________________  

______________________________________________________________________ 

Race (circle one):   White         Asian              African-American        Native-American  
Refused to Answer or  Other:__________________________________________ 
 
Ethnicity (Circle one):     Hispanic          Non-Hispanic          Refused to Answer 
 

Patient Employer 

Employer__________________________________________ 
Occupation__________________ 
Employer Address________________________________________________________ 
City____________________________ State__________  Zip _____________ 
Employer Phone #  (______)______________________  
 

Insurance Information 

Who is the policy Holder? Patient _________  Other: ________________________ 
Relationship to Patient? _______________________________________________ 
Primary Insurance Company____________________________________________ 
ID # ____________________________ Group # _________________________ 
Policy Holder’s Name_____________________________________________ 
Policy Holder’s Date of Birth______/______/______   
 
Secondary Insurance Company  __________________________________ 
ID # ______________________  Group # ___________________ 
Policy Holder’s Name________________________________________      
Policy Holder’s Date of Birth______/______/______   


