[bookmark: _GoBack]Patient Information Age 18 and Under				Date ___________
Circle One:    Male      Female			

First, Middle, Last Name ____________________________________________________________________
Address _____________________________________City __________________ State _______ Zip ____________
Mailing Address_______________________________City______________________State________Zip_________
Home Phone (___)__________________________  Cell Phone (___)_____________________________
Social Security Number _________________________________ Date of Birth _____________________

Person Responsible for Payment/Parent	Marital Status: Single   Married   Divorced
First, Middle, Last Name ________________________________________________________________________
Address _____________________________________City ____________________ State _________ Zip _________
Mailing Address___________________________________City_____________________State_______Zip_________
Home Phone (___)_____________________________  Cell Phone (___)_____________________________
Social Security Number _________________________________ Date of Birth _____________________
Email Address _________________________________________________________________________
Parent’s Employer _________________________________ Employer Phone Number (___)__________
Employer Address ________________________________City ______________State_____ ZIP _______

Other Parent Information	Marital Status: Single   Married   Divorced
First, Middle, Last Name ______________________________________________________________________
Address ____________________________________City ____________________ State _______ Zip _________
Mailing Address____________________________________City__________________State_______Zip_______
Home Phone (___)__________________________  Cell Phone (___)_____________________________
Social Security Number _________________________________ Date of Birth _____________________
Email Address _________________________________________________________________________
Parent’s Employer _________________________________ Employer Phone Number (___)__________
Employer Address ________________________________City ______________State_____ ZIP _______

Primary Insurance Company _____________________________________________
Circle One:   Male    Female		Relationship to Patient: ________________________
Policyholder’s Full Name ___________________________________________________________________
Policyholder’s Date of Birth _____________________ Social Security Number ________________________
Policyholder’s Employer ___________________________________________________________________
Policyholder’s Phone Number ______________________________________________________________
Insurance Member ID Number ________________________ Insurance Group Number ________________

Secondary Insurance Company ___________________________________________
Circle One:   Male    Female		Relationship to Patient: ________________________
Policyholder’s Full Name ___________________________________________________________________
Policyholder’s Date of Birth _____________________ Social Security Number ________________________
Policyholder’s Employer ___________________________________________________________________
Policyholder’s Phone Number ______________________________________________________________
Insurance Member ID Number ________________________ Insurance Group Number ________________


Signature: _____________________________________________________Date:____________________


