
PATIENT INFORMATION      p  New Patient   p  Name Change p  Address Change p  Insurance Change 
 
THIS SECTION MUST BE COMPLETED FOR ALL NEW PATIENTS:                        Today's Date ___/___/___ 
 
Name _____________________________________________________________        
          Last                                  First                               M.I. 
 
Date of Birth ___/___/___     Age:  ____        Social Security # ____________________   Sex:  p Male    p  Female 
 
Mailing Address:  ___________________________________________________________________________________ 
                              Street Address                                                        City                              State                      Zip 
 
Home Phone:   (______) _______________________       Work Phone: (___) __________________ 
 
Cell Phone:      (______) _______________________        Emergency Contact # (____) ____________________ 
 
e mail address: _______________________________        Marital Status:  p Married    p Single p Widowed p Divorced 
 
PARENT, SPOUSE OR RESPONSIBLE PARTY (IF DIFFERENT FROM THE PATIENT) 
 
Name _____________________________________________________________             Date of Birth ___/___/___ 
          Last                                   First                                   M.I.  
 
Mailing Address __________________________________________________________________________________________ 
                             Street Address                                                      City                                State                          Zip 
 
Home Phone   (____) _____________________        Work Phone (____) ___________________   Cell (___) ________________ 
 
INSURANCE COVERAGE- PRIMARY 
 
Name of Policy Holder __________________________________________ SS#_______________________________________ 
 
Insurance Company Name: __________________________________________ Policy Number __________________________ 
 
Address of Claim Center: _____________________________________________________________________   
 
Phone Number ______________________________________________  Group Name _________________________________ 
 
Policy Type p HMO   p PPO    p  POS p Medicare p Medicare Advantage 
 
Employer Name  _________________________________ Relationship of Patient to Policy Holder _______________________ 
 
Employer Address ________________________________________________________________________________________ 
 
INSURANCE COVERAGE- SECONDARY 
 
Name of Policy Holder _________________________________________ SS#_______________________________________  
 
Insurance Company Name: __________________________________________ Policy Number _________________________ 
 
Address of Claim Center _____________________________________________________________________ 
 
Phone Number _____________________________________________   Group Name _________________________________ 
 
Policy Type  p HMO     p  PPO    p  POS  p Medicare  p Medicare Advantage 
 
Employer Name ________________________________  Relationship of Patient to Policy Holder ________________________ 
 
Employer Address ________________________________________________________________________________________ 
 

SCAN INSURANCE AND IDENTIFICATION CARDS (BOTH SIDES) 


