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Insurance Information:

Insurance Company: __________________________	Plan: _______________________________

Address: ___________________________________	Phone: _____________________________

Patient Id: __________________________________	Group Number: ______________________

Treating doctor’s name ______________________________________________________________

Address_____________________________________________	Phone _______________________

Primary Care Physician Name: ________________________________________________________

Address_____________________________________________	Phone _______________________

Who may we thank for your referral? ___________________________________________________

Number of: Marriages_______		Children: ______		Children at home_________

With whom do you currently live? Check all that apply

Spouse______	Children_____	In-Laws_____	Parents_____	Alone ______	

Other ______  (Please Specify)________________________________________________________

Highest level of education completed: __________________________________________________

Did you sustain an injury at work? ___ Y ___ N
Are your injuries accident related? ___ Y ___ N
Are you currently employed? ___ Y ___ N
Are you covered under an employer or Union Policy? ___ Y ___ N
Is your spouse or other family member employed? ___ Y ___ N
Do you have a secondary insurance policy? ___ Y ___ N

I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account for any professional services rendered.   I have read all the information provided and have completely answered all questions to the best of my ability.  I certify this information is true and correct to the best of my knowledge.  I will notify you of any change in my status or the above information. 

_____________________________________________		Date: ________________________
Patient’s Signature

_____________________________________________		Date: ________________________
Guardian/Health Surrogate (if applicable)
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