
Patient Information

Patient information

Patient name:  ___________________________________________

Address:  _______________________________________________

City:  _________________________ State:  _____ Zip:  _________

Home phone:  ___________________________________________

Work phone:  ____________________________________________

Cell phone: _____________________________________________

Date of birth:  ____________________________________________

Gender: ❏ Male ❏ Female

Parent/Guardian #1 name:  _________________________________

Parent/Guardian #2 name:  _________________________________

Preferred language:  _______________________________________

Ethnicity:

❏ Non-Hispanic

❏ Hispanic

❏ Other

Race: 

❏ White

❏ Black or African American 

❏ Native Hawaiian

❏ Asian

❏ American Indian or Alaska Native

❏ Pacific Islander

❏ Other

Primary insurance information

Insurance name:  _________________________________________

Policy number:  __________________________________________

Group/Plan number:  ______________________________________

Subscriber party name:  ____________________________________

Subscriber date of birth:  ___________________________________

Subscriber party address (If different from parent/guardian):

Address:  _______________________________________________

City:  _________________________ State:  _____ Zip:  _________

Subscriber employer: ______________________________________  

Secondary insurance information

Insurance name:  _________________________________________

Policy number:  __________________________________________

Group/Plan number:  ______________________________________

Subscriber party name:  ____________________________________

Subscriber date of birth:  ___________________________________

Subscriber party address (If different from parent/guardian):

Address:  _______________________________________________

City:  _________________________ State:  _____ Zip:  _________

Subscriber employer: ______________________________________  

Assignment of benefits statement

I authorize the release of medical information to process this claim 

and related claims. I authorize the payment of medical benefits 

directly to the provider of services. I understand that I am financially 

responsible for charges not covered by my insurance.

Signature:  ______________________________________________

Date:  __________________________________________________
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