
Date _________________

Name _______________________________________

Address _____________________________________

City __________________________  State ________  Zip __________

Phone (H) _______________________ (W) ________________________

E-Mail ______________________________________________________

Date of Birth _______________________________ (Age _________)

Social Security # __________________________________

Occupation ______________________________________

Employer _______________________________________

Marital Status S M D W

Spouse’s Name ___________________________________

Spouse’s Date of Birth ________________ (Age __________)

Spouse’s Occupation _______________________________

Referred by: __________________________________

Number of Children and their ages _______________________________________________________________________

PERSONALAND FAMIL Y HEALTH HIST ORY









I understand and agree that health insurance policies are an arrangement between an insurance carrier and myself.  Furthermore,
I understand that the Doctor's office will prepare any necessary reports and forms to assist in me making collection from the
insurance company and that any amount authorized to be paid directly to the doctor's office will be credited to my account on
receipt.  However, I clearly understand that if I suspend, terminate or discontinue care, any fees for professional services
rendered me will be immediately due and payable.  I hereby authorize the Doctor to treat my condition as he/she deems
appropriate.  It is agreed the amount paid the Doctor for x-rays, is for the examination only and the negatives will remain the
property of this office, being on file where they may be seen at any time while a patient of this office. The patient also agrees
that he/she is responsible for all bills incurred in this office. The doctor will not be held responsible for any pre-existing
medically diagnosed conditions, nor for any medical diagnosis.

Patient's signature___________________________________________ Date:______________

It is our new patient policy that any charges for today will be discussed with you prior to services being rendered.  Payment is
due upon completion of services today.  If your insurance contributes to your care, any insurance payment will be reimbursed
to you or credited to your account.  If you have any questions, please ask for assistance.  Thank you.

Insurance Info
Insurance Co. Name:______________________________________________________________________
Address:________________________________________________________________________________
Phone #:________________________________________________________________________________
Group #: (Plan, local, etc.)__________________________________________________________________
Policy Number:__________________________________________________________________________
Plan Name:_____________________________________________________________________________
Insured's SS____________________________________________________________________________
Insured's name:__________________________________________________________________________
Relationship:____________________________  Birthdate:____________
Insured's Employer_______________________________________________________________________

COPYOF PRACTICE MEMBER'S INSURANCE CARD GOES HERE


