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Patient Information and Authorization Form


Date:_______________________
Last Name:______________________________________________________
First Name:__________________________ Middle Name:________________
Date of Birth:________________	Male/Female (circle one)
Race:_______________________
Mailing Address:__________________________________________________	
City:______________________ State:_________ Zip code:________________
Phone number:_____________________ 

Parent/Guardian Information
Mother’s Name_____________________ ______________________________
Date of Birth:______________________ Phone number:_____________________
Address if different from above:_________________________________________
Email:______________________________________________________________
Employer:_________________________________________________________
Father’s Name___________________________________________________
Date of Birth:______________________ Phone number:_____________________
Address if different from above:_________________________________________
Email:______________________________________________________________
Employer:__________________________________________________________


Insurance Information
Primary Insurance
Name of insurance___________________________________________________
Card holder name____________________________________________________
Relationship of card holder to patient____________________________________
Date of birth of card holder____________________________________________
Policy number________________ Group number__________________________
Employer___________________________________________________________

Secondary Insurance
Name of insurance___________________________________________________
Card holder name____________________________________________________
Relationship of card holder to patient____________________________________
Date of birth of card holder____________________________________________
Policy number________________ Group number__________________________
Employer___________________________________________________________

HIPPA Contacts
Please list anyone you wish to receive test results, medical, or billing information on your behalf, include anyone you wish to accompany your child to office visits

                                            Name                                                          Relationship to patient
	
	

	
	

	
	

	
	

	
	



How did you hear about us? _______________________________________________
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