
PATIENT INFORMATION FORM 

)PERSONAL INFORMATION IDate: I 
I 

Name: IFirst: ]MI: I ~ a s t :  
Social Security #: l ~ i r t h  Date: 
Address: 
City, State, Zip: 
Home Phone: l ~ o r k  Phone: 
E m ~ l o v e r  : Ioccu~a t ion :  
Male U Ifi'emale U IMlnor U 
Single O l ~ a r r i e d  0 l ~ i v o r c e d  0 l ~ i d o w e d  0 l ~ e ~ e r a t e d  0 I 
Referred By: 
RESPONSIBLE PARTY 
Name: I First: 
Relationship to Patient: 
Birth Date: l ~ r i v e r s  License #: I 
Social Security #: 
Address: 

Employer: IOccupation: 
H o m ~  Phone: IWork Phone: I 

In case of an emergency, whom should we contact? 
Name: 1 
Home Phone: ]work  Phone: I ~ e l l # :  
relations hi^: 

Cell Phone: 
Where do you prefer to receive calls? 
What is the best time to reach vou? 

Insured Birth Date: 

Pager #: 
Home 0 ]Work 0 1 Cell 0 ]OK to leave message 
Davs: I ~ i m e  : 

Occupation: IDate Employed: 
Insurance Company: 
ID #: IGroup #: 
Insurance Co. Address: I 
Copay: l ~ e d u c t i b l e  Amount ( i f  any): I 
Additional Insurance: 
Name of Insured: I  elations ship: 
Insured's Birth Date: ISoc. Sec.#: 
Authorization and Release 

I authorize the r e l r a s e  of any ~nformat ion  including the  diagnosis and t h r  records  of any t r r a t m e n t  o r  r.xamination r e n d r r e d  Lo m e  o r  my chili1 

during the pr r iod  c~f such  c a r e  to third party Ilayors andlor  o t h c r  hcalth ~~rc lac t i t ioncrs .  I authorize ant1 rc2cl~~~2sL my insurancr  company to pay 

i I ~ r ~ > c t l y  to Julie Halls. RI.D.insurancr hrnef i t s  o therwise  payable to me.  I undc,rstand that  my i n s u r i ~ n c c  c a r r i e r  may pay l e s s  than the actual I ~ i l l  

f o r  sc rv ices .  I agrecJ to be  r ~ s p o n s i h l r -  fo r  paymc,nt of all sclrvicrs r r n d e r e d  on  my I ~ r h a l l  o r  my t lcl~c,ndents.  I real ize tha t  failurc to kcc.11 Lhis 

account cur ren t  may rc,sult in you bcaing un;~ble to 11rovide atlditional se rv ices .  In thc c a s e  of d ~ ~ f a u l t  on  1)aymr.nt of this account,  I a g r c r  Li1 pay 

collection c o s t s  and reasonable  a t to rncy  f e e s  i n c u r r r ~ l  in a t t rmpt ing  111 c o l l ~ ~ c t  on  this amount o r  any further outstantling ba lanc t :~ .  

Signature of patient, o r  paren t  if minor Date  


