
 
 

 
PATIENT INFORMATION SHEET 

*All information must be filled out entirely* 
 

NAME: ____________________________________________________________________________________________________ 
                    Last              First         Middle Initial 
 
DOB: _____/ _____/______    Age ________                 (   ) Male (   ) Female                   SS#: _________-______-________ 
 
Race: _____________________________ Ethnicity: _____________________________ Language: ________________________  
 
Marital Status:       Single Married Divorced Widowed 
 
Mailing Address: ____________________________________________________________________________________________ 
               Number & Street    City & State                     Zip Code 
 
Home Ph. #:______________________________ Cell Ph. #: ____________________________ Carrier:  ____________________ 
 
Email Address: ______________________________________________________________________________________________ 
 
IN CASE OF EMERGENCY, NEAREST RELATIVE NOT LIVING WITH YOU:  
 
Name: _________________________________ Relationship: _______________________   Ph. #: __________________________ 

FINANCIAL INFORMATION: 

Which type of insurance category do you have? 

(  ) Private Pay     (  ) PPO     (  ) HMO (requires auth from pcp)     (  ) Medicare     (  ) Medi-cal: _____________________________  

(  ) Other: ___________________________________________________________________________________________________ 

Primary Insurance: ________________________________Subscriber Name: ____________________________________ DOB: _____________ 

Subscriber ID#: ______________________________________ Group #:  __________________________Effective Date: ___________________  

Secondary Insurance: ________________________________Subscriber Name: __________________________________ DOB: _____________ 

Subscriber ID#: ______________________________________ Group #:  __________________________Effective Date: ___________________  

Do you have a workman’s comp injury?      YES     NO      If so, date of injury: ______________________ 

Body Part (s):______________________________________________________________________________ 

By signing, I am verifying that the above information is true and correct to the best of my knowledge. 

Signed:  ______________________________________________________       Date: ____________________________                                             


