DATE:

LAST NAME: FIRST MI.
ADDRESS:
CITY STATE: ZIP:
HOME PHONE: WORK: CELL:
SEX:M/F MARRIED/ SINGLE DOB: SSN:
EMPLOYER:
E-MAIL :
SPOUSE’'S NAME: SPOUSE DOB:
SPOUSE’'S EMPLOYER:

*|sthis consultation due to an AUTO ACCIDENT or WORKER'SCOMPENSATION? YES ~~  NO____

If yes which one? What was the DATE OF THE INCIDENT?

**How were you referred to us?

BILLING INFORMATION

| have no insurance coverage and | understand that | will be responsible for my account. | also
understand that payment is expected at time of service.

Name of Primary Ins. Company:
Name of Insured: Insured DOB:
Policy #: Group:
Relationshipto Insured: Self _~ Spouse Child___

Name of Sec. Ins. Company:
Name of Insured: Insured DOB:
Policy #: Group:
Relationshipto Insured: Self ~ Spouse  Child___

* Please be advised that it is your responsibility to pay any additional costs not covered by your Insurance
Company.

| hereby statethat all theinformation given iscomplete and correct to the best of my knowledge.

SIGNATURE DATE

No minor will be treated unlessthisform issigned by alegal guardian.
| hereby authorize the doctors and whomever they designate astheir assgnment, to administer treatment asthey
so deem necessary to my child.

SIGNATURE DATE
NEW PT. FORM







