CONFIDENTIAL HEALTH INFORMATION QUESTIONNAIRE

This information is needed so we can better serve you. Please fill in ALL portions
of the form. If you need assistance, please ask our receptionist, and we will be
happy to have our Patient Services Representative help you.

Your Name: Date:
Address:

City: State: Zip:
Home Phone #: Pager: Cell Ph:

Age: ____ Date of Birth: SS#: E-mail:
Marital Status: OM OS OD OW Drivers License #

Your Occupation: Employed by:

Phone #: Address:

Is your visit due to an accident? [ Yes/[O No

Are you are Medicare Patient? [0 Yes /[0 No Medicare #:

Your Spouse's Name:

Spouse's Employer: Spouse's work phone #:

MName of person to contact in case of emergency:

Their home and work phone number:

Name of nearest relative not living with you:

Their phone number:

Who referred you to this office so we may thank them?

Referring Physician:

In order to determine if care can be of benefit to you, this office will extend the courtesy of an
initial consultation without charge. If the doctor might be able to help you with your condition,
are you interested in seeking care? 0O Yes [ Unsure

THERE WILL BE NO CHARGED SERVICES WITHOUT YOUR INFORMED CONSENT.

| attest that the above information is true and correct to the best of my knowledge. | further
understand that any charges incurred by me in this office are my sole responsibility, despite any
insurance plan, legal involvement, or settlement.

Patient's Signature: Date

Parent or Guardian:

Signature: Date

Please complete the information on the opposite side. Thank youl
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Insurance Coverage Information Page 2

1 Medical Insurance:

Insurance Carrier: Phone:

Policy Holder name: Policy Number:

Group Number:

\Workers Compensation Injury:

Employer: Work Number:
Address: Supervisor:

Was injury/accident reported to supervisor? Y /N Date: Time:
Workers Comp Carrier: Policy #:
Carriers Phone: Adjuster:

Claim Number:

"~

| Auto / Personal Injury:

Do you have “Med Pay” on your Auto Policy: Yes / No Amount: $

Insurance Carrier Name: Phone:

Adjuster: Claim Number:

[ Third Party Payer (other involved vehicle insurance)

Third Party (Person at Fault's) Name: Ph:

THEIR Insurance Carrier: Ph:

Address:

Adjuster: Claim Number:

Patient Name: Date:
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