
PATIENT INFORMATION 
(Please Print) 

Date: ________________ 

Patient: _______________________________________________________________________________ 
             Last                                                               First                                                                         M.I. 

Responsible Party (if patient is a minor): ____________________________________________________ 

Street Address: ________________________________________________________________________ 

City: _________________________   State: ________________    Zip: ___________________________ 

Home Phone: __________________________   Cell Phone: ____________________________________ 

Social Security #: _______________________ 

Sex: M     F       Age: _____   Birthdate: _________           Single    Married    Divorced / Separated 

Email:  __________________________________________________________________________ 
   (For monthly specials, and practice information only. We do not sell our email lists to anyone, ever). 

[  ]   Check box if you consent to PMI (personal medical information) being sent via TXT / SMS. This will 
        enable us to text you important information other than just appointment details. 

Reason for Visit: ________________________________________________________________________ 

Business Address: _______________________________________________________________________ 

Occupation: ____________________________    Business Phone: ________________________________ 

Spouse’s Name: (if applicable): ____________________________________________________________ 

Employed By: __________________________________________________________________________ 

Business Address: _______________________________________________________________________ 

Occupation: ____________________________   Business Phone: ________________________________ 

In Case of Emergency, Contact: _______________________  Phone: ______________________________ 

Any Allergies?: ________________________________________________________________________ 

How did you hear about us?: ____________________________________ 

_________________________________________________  __________________ 
(Authorized Signature of Patient or Responsible Party)     (Date) 
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