
PATIENT INFORMATION
(Please fill out as completely as possible)

Today's Date    Social Security #   Email  
Patient Name    Sex     M         F   Date of Birth  
Address    Home Phone  
City    State    Zip  
Employer    Occupation    Driver's License # 
Business Phone    Ext.    Cell Phone  
WHO REFERRED YOU TO OUR OFFICE?    Phone  
If patient is a minor, give parent's / guardian's name    Phone  
Complete Address    Phone  
Emergency Contact    Phone  

RESPONSIBLE PARTY INFORMATION ( ¨ Mark if same as above )
Last Name    First Name    Middle    Marital Status  
Social Security #   Birthdate    Relationship to Patient  
Home Address    City    State    Zip  
Mailing Address    City    State    Zip  
Employer    Occupation  
Employer Address  
Spouse's Name    Relationship to Patient  
Social Security #   Birthdate    Work Phone  
Employer    Occupation  
Employer Address  

PRIMARY INSURANCE INFORMATION ( Your relationship to subscriber:  ¨ Self     ¨ Spouse     ¨ Child )
(NOTE: Social Security numbers are still required by some insurance carriers)

Insured's Name    ID # or Social Security # 
Employer    Group # 
Insurance Company    Phone  
Do you have dual coverage?     ¨ Yes     ¨ No     If yes, then please complete the following secondary insurance 
information below.

SECONDARY INSURANCE INFORMATION ( Your relationship to subscriber:  ¨ Self     ¨ Spouse     ¨ Child )
Insured's Name    ID # or Social Security # 
Employer    Group # 
Insurance Company    Phone  

I verify that the above information is correct and complete to the best of my knowledge. I also verify that I have read and 
understand the Informed Consent form, and I have been given directions on how to access a copy of the general Office 
Policies. (Copy of the Imformed Consent form is available upon request).

Date    Patient / Guardian's Signature  

1881 Business Center Drive, Suite 7A
San Bernardino, CA 92408
(909) 383-8931


