
 

Today’s Date:         _         _                                                                                                                         SCHS #:  ________________________ 

Name of Patient: (Last) _____________   _____ _            _   _____ (First) __________                       ______   ______ (M.I.) ________            

Sex: M/F                  Age: ___ _                     Date of Birth: __ _/_ __/__ _                     Social Security #: ___      ______   ___________ 

Language_____________________                 Race________________________      Ethnicity______________________________ 

Drivers License #: _____                         _                                  State: _____                                                  Marital Status: _                  _      _      

Home Address: _______________________________________________________________________________________________                                                                                                                                     

City: ____ __ _____         ______                                                           State: _ ___                                  Zip Code: __       ________ _ __ 

Home Telephone: _____   ___ _______ ___        Daytime Number: ________ __ _ _________         Cell: ________         _ __   _____  

E-Mail: ____________            _____        Occupation: _____        _____ ____________ _Employer: ____                                                 __   

Employer Address: ____                                                                                                                                         __     __     __           _______     _  

City: _________                       _________                                           State: ___   _                                                    Zip Code: _______ ___ 

Spouse/Parent Name: __________              ___________ Date of Birth: __ _/_ __/__ _ Social Security #: ______     __         ___   ___ 

Spouse/Parent Employer: ___________________             ________                            Work Phone #: _____                                          __ _          

Referring Physician: ________________________     __                                                Phone #: ______________ _________________ 

 Emergency Contact: ______________    _______________   Relationship to Patient: ____________________________________ 

Home Telephone: ___    _________________Work Telephone: ____                        _ ______ Cell Phone: __                                            __    

Primary Insurance: ___________       __________________ Name of Insured: Self/Other: ____                                                          ___                

Insured DOB: __ _/_   _/__ _ ID#: ____________ _______ GRP#: _____ _________ _    __ Policy #:________                        ______    

Claim Address: ___________________________________________________________________________________________ 

Secondary Insurance: _______________                 ____ ____ Name of Insured: Self/Other: _________________________________ 

Insured DOB: _ __/_ __/___ ID#: ______________    _____GRP#: _______ _____              _Policy #: ________________________   

Claim Address: ____________________________________________________________________________________________ 


