
 

ADULT 
PATIENT INFORMATION FORM 

 
 
Name: _________________________________________    DOB: __________________________ 
 

 Male or  Female (Check one)     Social Security #: _____________________________________ 
 
Street Address: __________________________________     City: __________________________ 
 
State: ___________     Zip: _______________     Home Phone: ____________________________ 
 
Cell Phone: ___________________________     Emergency Phone: ________________________ 
 
Employer: ____________________________     Work Phone: _____________________________ 
 
Spouse Name: __________________________________    DOB: __________________________ 
 
Spouse SS#: _________________________     Employer: ________________________________ 
 
Spouse Work #: _________________________ 
 
Primary Insurance: ______________________________    ID#: ____________________________ 
 
Subscriber’s DOB: __________________________________ 
 

Secondary Insurance: ____________________________    ID#: ___________________________ 
 
Referring Physician: __________________________________________________________________ 
 
Previous Physician: ___________________________________________________________________ 
 

 
IT IS THE POLICY OF THIS OFFICE THAT WHOEVER BRINGS IN THE ABOVE NAMED 
PATIENT WILL BE FINANCIALLY RESPONSIBLE FOR HIS/HER BILLS.  PAYMENT IS DUE AT 
THE TIME SERVICES ARE RENDERED. 
 
 
I understand and agree that, (regardless of my insurance status), I am ultimately responsible for the balance on my account for 
any professional services rendered. I also understand that should I not pay in full for any services the may be subject to 
collection fees, should my account be turned over. I have read all the information on this sheet and have completed the above 
answers. I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in my health 
status or the above information. 
 
 
 

Guarantor Signature: _________________________________     Date: _________________________ 


