


Last Name First Name Initial Preferred

Birthdate ______/______/_______

City State Zip

Last Name First Name Initial Preferred

Birthdate ______/______/_______

City State Zip

Last Name First Name Initial Preferred

Last Name First Name

Last Name First Name

Parent/Guardian

SSN ________-_______-________

Address ________________________________________________________________________________________________________

Email ________________________________________________ Home # _____________________  Cell # _____________________

Name ____________________________________________________________(_____________)

  Single             Married             Divorced             SeparatedSex:          M          F

Assignment of Insurance:  I authorize the release of all medical information necessary to process my claims and I authorize the 

release of this same information, when necessary, to other providers rendering medical/dental care.

Signed __________________________________________________________________________  Date _________________________

Whom may we thank for referring you? ____________________________________________________________________________

Relationship _______________  Cell # (_____)_______________

Work # _______________________Parent/Guardian's Employer ______________________________________________________

Emergency Contact ____________________________________

Responsible Party (If different than above)

Name ______________________________________________________________(___________) SSN ________-_______-________

Spouse's Information

Name ___________________________________________________________(______________) SSN ________-_______-________

Sex:          M          F   Single             Married             Divorced             Separated

Address ________________________________________________________________________________________________________

Birthdate _______/______/_______ Cell # ____________________  Work # _____________________

Spouse's Employer _____________________________________________________________________________________________

Email ________________________________________________ Home # _____________________  Cell # _____________________

Group # _____________________________________________ Subscriber ID# _________________________________________

Primary Insurance

Relationship to Patient ________________Subscriber Name _________________________________________________________

Phone # _____________________Insurance Co ____________________________________________________________________

Secondary Insurance

Insurance Co ____________________________________________________________________ Phone # _____________________

Subscriber Name _________________________________________________________ Relationship to Patient ________________

Group # _____________________________________________ Subscriber ID# _______________________________________




