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Patient's Information

Name:  Sex: Age:

Social Security #: Date of Birth:

Street Address:

City: State: Zip Code: 

Email Address:

Home Phone: Cell Phone: 

Employer: Work Phone: 

Spouse/Responsible Party: Relationship to Patient:

Primary Care Physician: 

Pharmacy Name:

How did you hear about us?

Pharmacy Phone #: 

Insurance Company Details

Primary Insurance Co.

Primary Insurance Co.:

Policy Number: Group Number: 

Subscribers Name: Birthdate:

Relationship to Patient: 

Secondary  Insurance Co.

Secondary Insurance Co.:

Policy Number: Group Number: 

Subscribers Name: Birthdate:

Relationship to Patient: 

I, the undersigned, authorize the release of any information required in the course of my treatment to my insurance carrier or other 
health provider I am consulting. I also acknowledge responsibility for payment of all medical fees in the event they are not paid by 
my insurance plan.
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PATIENT INFORMATION SHEET
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