
Complete 

in full. 

Please Circle 

Primary 

Contact 

Person 

    
   

 
PATIENT NAME:        DATE OF BIRTH:    
 
STREET ADDRESS:      CITY:    ZIP:   
 
HOME PHONE:   CELL PHONE:   WORK PHONE:    
 
EMAIL:        OK TO LEAVE A DETAILED MESSAGE:   NO YES  
 
SCHOOL/EMPLOYER:       GRADE:     
 
ETHNICITY:    RACE:    MARITAL STATUS:     
 
PARENT/GUARDIAN NAMES:      /      
 
PARENT/GUARDIAN PHONE:      /      
 
FINANCIAL GUARANTOR NAME:      PHONE:    
 
GUARANTOR STREET ADDRESS:     CITY:   ZIP:   

(If different from patient’s address) 
 
PRIMARY INSURANCE:     POLICY #:       
 
NAME OF INSURED:      DATE OF BIRTH:     
 
PATIENT RELATIONSHIP TO INSURED: Self    Spouse Child     Other:    

 
INSURED’S ADDRESS:             

(If different from patient’s address) 

 
SECONDARY INSURANCE:    POLICY #:       
 
NAME OF INSURED:      DATE OF BIRTH:     
 
PATIENT RELATIONSHIP TO INSURED: Self    Spouse Child     Other:    

 

INSURED’S ADDRESS:             
(If different from patient’s address) 

 

EMERGENCY CONTACT NAME:      PHONE:     

 

PRIMARY CARE PROVIDER:      PHONE:     

 

OUTPATIENT THERAPIST:      PHONE:     

 

PHARMACY:     LOCATION:   PHONE:     

 

ALLERGIES:               
 

Please present your insurance card(s) to office staff. 
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