
I. PATIENT INFORMATION RECORD

Name ___________________________________________________________ Sex ___________ Age ___________ Status ___________

Birthdate ________________________________________________________ SS#___________________________________________ 

Mailing Address ___________________________________________________________________________________________________

Physical Address __________________________________________________________________________________________________

Home Phone (________)__________________ Cell Phone (________)__________________ Email_______________________________

Emergency Contact _____________________________ Relationship ____________________ Phone (________)__________________ 

PERSON RESPONSIBLE FOR ACCOUNT:

Name ____________________________________________________________________________________________________________

Address ____________________________________________________________________________________________________________

Phone (________)_______________________ Employer ____________________________________________________________________

II. EMPLOYMENT INFORMATION

Patients’s Employer or School ________________________________________________________ Phone (________)_______________________ 

Spouse or Parent Name _____________________________________  D.O.B. _____________________ SS# ________________________

Spouse or Parent Employer __________________________________________________________________________________________

Spouse or Parent Name _______________________________________ D.O.B. _____________________ SS# ________________________

Spouse or Parent Employer ___________________________________________________________________________________________

Physician _________________________________________________________________________________________________________

Dentist ____________________________________________________ Referred By _____________________________________________

Pharmacy __________________ Phone (________)___________________ City _________________________________ State ___________

III.  FOR OFFICE USE ONLY

Ins. Med. ____________________________________ Rel _____________Cert#_____________________________GR# _________________

Ins. Med. ____________________________________ Rel _____________Cert#_____________________________GR# _________________

Ins. Med. ____________________________________ Rel _____________Cert#_____________________________GR# _________________

Ins. Dental ___________________________________ Rel _____________Cert#_____________________________GR# _________________

Ins. Dental ___________________________________ Rel _____________Cert#_____________________________GR# _________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

PATIENT’S INFORMATION

Marital



T R E A T M E N T  R E C O R D

DATE NAME


