
NEW PATIENT INFORMATION FORM 
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PATIENT INFORMATION 

PATIENT NAME: _____________ DATE OF BIRTH: __ _j __ / __ AGE: ___ SEX: □ M □ F
LAST FIRST MI MM DD YYYY 

HOME ADDRESS:------------------------------------
STREET CITY STATE ZIP 

PHONE#: HOME (_ __ ) ___ -__ _ WORK (_ __ ) ___ -__ _ CELL (_ __ _) ___ -___ _ 

E-MAIL: _____________ _

PRIMARY CARE DOCTOR: _______ _ PHONE#:( __ ) ___ -__ _ LAST SEEN: ______ _ 

PHARMACY: ________ _ LOCATION _______ _ PHONE#:(_ __ ) ___ -__ 

WHO REFERRED You To Us? 

EMERGENCY CONTACT INFORMATION 

EMERGENCY CONTACT: __________ RELATIONSHIP: _____ PHONE#: ( ___ ) ___ -__ _ 

IS THERE A FAMILY MEMBER OR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR MEDICAL INFORMATION? 

□ YES □ IF YES, NAME: RELATIONSHIP PHONE#:(_ __ ) ___ -

INSURANCE INFORMATION 

PRIMARY INSURANCE COMPANY NAME: _____________________ _ 

ADDRESS: __________________________ PHONE#:( __ _) ____ -___ _ 
STREET CITY STATE ZIP 

INSURED NAME: _________ DATE OF BIRTH _____ RELATIONSHIP TO PATIENT _____ _ 

EMPLOYER NAME _________ _ POLICY# _____ _ GROUP# ______ _ 

SECONDARY INSURANCE COMPANY NAME: _____________________ _ 

ADDRESS: __________________________ PHONE#:( __ _) ____ -___ _ 
STREET CITY STATE ZIP 

INSURED NAME: _________ DATE OF BIRTH ____ _ RELATIONSHIP TO PATIENT ____ _ 

EMPLOYER NAME POLICY# GROUP# 

ALLERGIES 

□ FOODS ___________ □ TAPE □ LATEX □ SHELLFISH □ IODINE 

□ MEDICATIONS ________ _ □ ANESTHESIA ____________ _

□OTHER □ NONE KNOWN

MEDICATIONS 

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER AND HERBAL 

SUPPLEMENTS): 

1 

Date:_______/_______/___________





















 
 
 

ACKNOWLEDGMENT OF RECEIPT 
OF 

NOTICE OF PRIVACY PRACTICES 
 

I acknowledge that I was provided a copy of the Notice of Privacy Practices and 
that I have read (or had the opportunity to read if I so chose) and understood the Notice. 

 
 
 

________________________________________                 ___________________ 
Patient Name (please print) Date 
 
 
________________________________________ 
Parent or Authorized Representative (if applicable) 
 
 
________________________________________ 
Signature 
 
 
 
 




