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 PATIENT INFORMATION IN ENGLISH
DATE: ___________________________
NAME: __________________________________________
DOB:_____________________________ 
SSN: ____________________________________________
AGE: _____________SEX (O): M _________   F ___________ MARITAL STATUS: ________________
PHONE:_________________________CELL: ____________________ WORK: ____________________
ADDRESS: ____________________________________________________________________________
CITY: ____________________ 
STATE: _____________________
 ZIP: ________________
WHO REFERRED YOU HERE: _________________________________________________________
PRIMARY CARE PHYSCIAN: ______________________________PHONE: ___________________
EMERGENCY CONTACT
NAME: ________________________________ 
PHONE: _______________________________
RELATION TO PATIENT: ____________________________________________________________
MEDICAL INSURANCE INFORMATION
DO YOU HAVE MEDICAL INSURANCE?  _______________________________________________
NAME OF INSURED: __________________________________________________________________
DOB OF INSURED: ____________________________________________________________________
SOCIAL SECURITY OF INSURED:______________________________________________________  

PRIMARY INSURANCE COMPANY: ____________________________________________________
MEMBER ID NUMBER: _______________________________GROUP NUMBER: _______________
SECUNDARY INSURANCE COMPANY: _________________________________________________
MEMBER ID NUMBER: _______________________________GROUP NUMBER: _______________
ASSIGNMENT AND RELEASE OF RECORDS
I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO THE PHYSICIAN MENTIONED ABOVE FOR SERVICES RENDERED.  I ALSO AUTHORIZE THE RELEASE OF ANY MEDICAL OR OTHER INFORMATION NECESSARY TO PROCESS MY INSURANCE CLAIMS.

PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE:


DATE:
_____________________________________________________

________________________
