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Patient Name: _________________________        Account No: ____________ 
 
 
Responsible Party (If different from patient) 

Name: ________________________________       Relationship to Patient: _____________ 
SSN: ____-___-___    Date of Birth: _________    Employer: _________________________ 
Mailing Address: ____________________________________________________________
City: _______________________       State: _______________     Zip Code: ____________ 

Home Address (if different): ___________________________________________________ 
City: _______________________       State: _______________     Zip Code: ____________ 
Phone #:  Home: (      )  ______ -________   Cell: (      )  ______ -_______  Work: (      )  _____ -_______ 

Preferred Method of Payment: Cash    Check    Visa    MC    Discover    AmEx      
 
 

Primary Insurance  
Insurance Company: _________________________      HMO   PPO     Co-Pay: $______ 
ID/Policy Number: ______________________          Group/Code: _____________________
Address: __________________________________________________________________ 
City: _______________________       State: _______________     Zip Code: ____________ 
Subscriber’s Name: ______________________      Date of Birth: __________   Sex: ______

Relationship to Patient: ________________                 Date Effective: __________________
SSN: ______-_____-______        Employer’s Name:  _______________________________ 
Subscriber’s Address:________________________________________________________ 
City: _______________________       State: _______________     Zip Code: ____________ 

Home Phone: (      )  ______ -________              Work Phone: (      )  ______ -________ 
 
 

Secondary Insurance 
Insurance Company: _________________________      HMO   PPO     Co-Pay: $______ 
ID/Policy Number: ______________________          Group/Code: _____________________
Address: __________________________________________________________________ 
City: _______________________       State: _______________     Zip Code: ____________ 
Subscriber’s Name: ______________________      Date of Birth: __________   Sex: ______

Relationship to Patient: ________________                 Date Effective: __________________
SSN: ______-_____-______        Employer’s Name:  _______________________________ 
Subscriber’s Address:________________________________________________________ 
City: _______________________       State: _______________     Zip Code: ____________ 

Home Phone: (      )  ______ -________              Work Phone: (      )  ______ -________ 
 


