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Patient’s Last Name __________________________ First _____________________ Middle Int. _____ 
 
Mailing address __________________________________ City ______________ State ____ Zip _____ 
 
Age _______ Sex _____ Social Security: _______________ Date of birth __________ Marital Status___________ 
 
Home phone __________________ Cell Phone _________________ Work phone _________________ 
 
Race:    American Indian or Alaska native       Asian          Black or African American        Native Hawaiian       White 
 
 
Primary Insurance Company: ______________________________ Policy Holder _________________ 
 
Relationship to Patient: ______________________ Date of Birth ___________________ 
 
Secondary Insurance Company _______________________________ Policy Holder _______________ 
 
Relationship to Patient: ______________________ Date of Birth ___________________ 
 
 
If someone (other than the patient) is responsible for the patient’s bill, please complete the following: 
 
Responsible party Name: _______________________________  Phone _______________________ 
 
Address _________________________________ City ________________ State ______ Zip ________ 
 
 
 
How did you learn of our office?  Phone book   Insurance   Internet   Friend/family   Drive by   Advertisement  Doctor 
    Other __________________________________________________ 
 
 
Who is your primary or referring doctor?  _____________________________________ 
 

 
Address ______________________ City ___________________ State _____ Zip _____ 
 
 
Employment:  Occupation: ________________________________ 
   
Main activity includes (please circle)  Sitting Standing Walking Lifting 
 
The work place floor is: (please circle)  Concrete Carpet  Rubber mat Other: ____________ 
 

 


