New Patient Information







Account No.:_______________________







Initials:____________________________







Today’s date:_______________________







Updated:___________________________








 ____________________________








 ____________________________

Patient’s Full Name_______________________________________________________

Street Address__________________________________  Apt#_____________________

City______________________ State________ Zip_________

Home Phone # (_______)_____________________________

Date of Birth _____________ Sex______ Marital Status_______ Soc Sec#_________________

Patient’s Employer ____________________Spouse’s Employer_________________________

Job Title ____________________________ Job Title _________________________________

Street Address________________________ Street Address____________________________

City, State, Zip________________________ City, State, Zip ____________________________

Telephone (     ) ______________ext______  Telephone (    )________________ext__________

Primary Insurance Carrier’s Name _________________________________________________

ID#________________________________Grp#______________________________________

Insured’s Name________________________________________________________________

Secondary Insurance Carrier’s Name _______________________________________________

ID#________________________________Grp#______________________________________

Insured’s Name________________________________________________________________

Spouse’s Name_______________________Date of Birth_______________________________

Sex ______ Soc Sec#_________________________________

Referring Doctor’s Name, Address and Phone #______________________________________

____________________________________________________________________________

Primary Care Doctor’s Name, Address and Phone #___________________________________

____________________________________________________________________________

Allergies_____________________________________________________________________

Name of Pharmacy______________________Town__________________________________

Telephone (    )______________________________________

Emergency Contact Name ______________________________________________________

Daytime Phone (     )_______________________________________

Insurance Plans We Accept

· Aetna USHealthcare PPO

· Amerihealth – HMO

· Amerihealth-PPO

· Cigna – PPO

· First Health

· Horizon BC/BS – HMO

· Horizon BC/BS – PPO

· Horizon Medicare

· Oxford (except Medicare Advantage)

· Qualcare

· Medicare

· Railroad Medicare

· United Health Care

· Solaris

