
Patient Information 
Patient Name   Date:     
                                 Last,                First        MI     (Preferred Name) 
                                                                                   Gender:       Family Status:     
Social Security #:       Birth Date:      
Phone (Home):      (Work):     Ext:     E-mail:   
Address:      
                            Street                                                                                                                                     Apartment # 
       
                          City                                                                              State                                          Zip Code 



Health Information 
Have you ever had any of the following?  Please check those that apply: 
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• Have you been admitted to a hospital or needed emergency care?    !  Yes  !  No 
     If yes, please explain:   

• Are you now under the care of a physician?    !  Yes  !  No 
     If yes, please explain:   

• Name of Physician: _______________________________________________  Phone:   

• Are you currently taking any medications and for what?     !  Yes  !  No 
 Medication: Reason:  
 

• Are you taking any anticoagulants (blood thinners)? Are you taking aspirin on a regular basis?    !  Yes  !  No 
• Are you ALLERGIC or have you ever experience any reaction to the following?    !  Yes  !  No 

• Do you have any health problems that need further clarification?    !  Yes  !  No 
     If yes, please explain:   

   

Responsible Party Information 
The following is for:   !  the patient's spouse    !  the person responsible for payment 

Name:     
                             !  Married   !  Single   !  Child   !  Other   
Social Security #: ________________________________  Birth Date:   
Phone (Home): ________________ (Work): ________________ Ext: ______  Best time to call:   
Address:    
                                  Street                                                                                                                                                                                                         Apartment # 

   
                                  City                                                                                                                                                         State                                                 Zip Code  

Spouse Information 
The following is for:   !  the patient's spouse    !  the person responsible for payment 

Name:    
Social Security #: ________________________________  Birth Date:   
Phone (Home): ________________ (Work): ________________ Ext: ______  Best time to call:   
Address:    
                                  Street                                                                                                                                                                                                         Apartment # 

   
                                  City                                                                                                                                                         State                                                 Zip Code 

!  Penicillin

!  Other Medications

!  Asprin

!  Local Anesthetics

!  Latex

!  Sulfa drugs



Employment Information 
The following is for:   !  the patient                  !  the person responsible for payment 

Employer Name:      Occupation:   
Address:        
                                 Street                                                                                                                                                      City,           State    Zip Code                            Phone 

Insurance Information 
Primary 
Name of Insured: _______________________________________________  Is insured a patient?  !  Yes   !  No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:   
Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:   
              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:  !  Self   !  Spouse   !  Child   !  Other ___________________ 
Insurance Plan Name and Address:     
   
Secondary 
Name of Insured: _______________________________________________  Is insured a patient?  !  Yes   !  No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:   
Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:   
              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:  !  Self   !  Spouse   !  Child   !  Other ___________________ 
Insurance Plan Name and Address:     

   

Consent for Services 

____________________________________________________  Date: _____________  Relationship to Patient:   
Signature of patient, parent or guardian 

____________________________________________________  Date: _____________  Relationship to Patient:   
Signature of guarantor of payment/responsible party or of payment/responsible party 


