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124 E Stewart Street
Coats, NC 27521
Phone (919) 901-7344   Fax (877) 807-8251
  
Patient Information  
  

Patient Name: __________________________________________________  SSN: _______________________  
  
Address: _____________________________________________________________ DOB: _________________  
  
City: ________________________________  State: _________  Zip: __________________    	Sex:      M       F    
  
Home phone: _______________________  Cell: ________________________  Work: ______________________  
  
Email: ______________________________________________________  Marital status: ____________________  
  
Employer: _________________________________________________  Phone: ___________________________  
  
Address: _________________________________________  City/State: __________________  Zip: ____________  
  
Spouse/Parent/Guardian or Responsible party (if different from patient)  
  
Name: _____________________________________________________________ DOB: _____________________ 
  
Address: ______________________________________________________________________________________  
  
City/State: _________________________  Zip: ________________  Relationship: ___________________________  
  
Home phone: ________________________  Cell: ________________________  Work: _______________________   
  
Emergency Contact  
  
Name: __________________________________________________  Phone: _____________________________  
  
Alternate phone: ____________________________________  Relationship: ______________________________  
  
Insurance Information  
  
Primary Insurance: ______________________________________  Policy #: _________________________  Grp #: ___________    
  
Main policy holder: _____________________________________________  Relationship to patient: ________________________  
  
Secondary Insurance: ___________________________________  Policy #: __________________________  Grp #: ___________    
  
Main policy holder: _____________________________________________  Relationship to patient: ________________________  
  
 
I verify that the information above is factual and true to the best of my knowledge.  I authorize the doctor to employ X-rays, laboratory studies, anesthetics, medications, minor procedures, and other aids he/she deems necessary in order to provide proper patient care. 


Signature: ___________________________________________________________  Date: ___________________  
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