
PATIENT INFORMATION FORM

Dr.  Mr.  Mrs.  Miss  Ms.  ________________________________________  Date_________________

Home Phone ___________________________  Alternate Phone___________________________

       (please circle)              work          cell 

Address_____________________________________  City____________  State______  Zip________

Gender:   M    F       Marital Status:   Single    Married    Divorced    Widowed    Domestic Partner

Date of Birth ______/______/_______  

Name of Spouse________________________________________________________________________

Emergency Contact_____________________________________Phone_______________________

Referred By___________________________________________________________________________

Family Physician_______________________________________________________________________

Employer____________________________________________________  Phone__________________

Full-Time____    Part-Time____    Full-Time Student____    Part-Time Student____    Retired____

Present Medical Condition(s)________________________________________________________

Current Medications_________________________________________________________________

_________________________________________________________________________________________

Allergies to Medications_____________________________________________________________

Alcohol Use:    ______none          ______occasional          ______daily

Tobacco Use:    ______none          ______other          recreational drug use:     yes     no

Initial______    Date________    Initial______    Date________    Initial______    Date________

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS ALL 
CLAIMS.

Patient’s Signature_____________________________________   Date_______________________

I AUTHORIZE THE RELEASE OF PAYMENT FOR MEDICAL BENEFITS TO MY PHYSICIAN.

Patient’s Signature_____________________________________   Date_______________________


