
NAME: LAST ___________________________________ FIRST _________________________ MI _________________

ADDRESS: STREET ____________________________ CITY _____________ STATE ____ ZIP CODE _____________

HOME PHONE# (___)___________ DRIVER’S LICENSE# _____________ CELL PHONE # ______________________

WORK PHONE# (___) _____________ EMAIL ADDRESS _________________________________________

DATE OF BIRTH ________ / ________ / ________ 

EMPLOYER _______________________________________________________________________________________

EMPLOYER ADDRESS ________________________________ CITY ________________ ST ______ ZIP ___________

EMPLOYER PHONE# (___) _____________ OCCUPATION _______________________________________________

SEX:     M     F                                                     MARITAL STATUS:        Single      Married         Divorced      Widowed

RACE: _________________ ETHNICITY: ____________________ PREFERRED LANGUAGE: ___________________

REFERRING
DOCTOR: __________________________________ FAMILY DR.: __________________________________________

(FIRST) (FIRST)(LAST) (LAST)

IF MARRIED, SPOUSE’S NAME:

LAST ________________________________ FIRST ___________________________________ MI _______

SPOUSE’S EMPLOYER _________________ OCCUPATION ______________________________________

EMPLOYER ADDRESS ______________________________ CITY _____________ ST _____ ZIP_________

DATE OF BIRTH ______ / ______ / ______       WORK# (___)___________

IN CASE OF AN EMERGENCY, PLEASE CONTACT:

NAME: _____________________________   RELATION TO PATIENT ___________________

PHONE# (____)  ______________

YOUR PHARMACY__________________________________________  PHONE#(____) __________________

ASSIGNMENT OF BENEFITS: I hereby authorize 
payment directly to Physician of benefits due me for his 
services as described above. I understand I am financially 
responsible for charges not covered by this authorization. 

RELEASE OF INFORMATION: I hereby authorize 
the physician and/or supplier to release any 
information required for insurance or billing purposes.

(SIGNATURE) (SIGNATURE)(DATE) (DATE)

Patient Information
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