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Referring Doctor ________________________________________     Office Location ___________________  

 
Last Name ______________________ First Name _____________________ M ____ Marital Status: M S D SEP 

                                                                                                                                                                                                Circle One 
Address _______________________________________ Apt # ______ City______________ State_____  

 

Zip________ Primary Phone ___________________ (CIRCLE ONE) home or cell  Date of Birth ___/____/_____    

 

SSN or ITIN #_________________    Due Date ____/___/____   Last Menstrual Period ___/___/_____  

 

Email__________________________________   Employer Name __________________________________ 

 

Do you have insurance though your employer? __________   

                      ALL INSURANCE PLANS MUST BE LISTED TO AVOID PENALTY.  
                                            $100 fee will be applied for false information                                        Patient Initials____________  

 

Primary Insurance: ________________________________________  PPO  POS  EPO  HMO  Medicaid  

Group ____________ Policy ID___________________ SS# ___________ Date of Birth ____/____/______  

Policyholder:  ____________________________________ Relationship to Patient: __________________ 
                                                                Last, First, Middle Initial  

Policy Holder Employer: __________________________________________________________ 

 

Secondary Insurance: _____________________________  PPO  POS  EPO  HMO  Medicaid  

Group ____________ Policy ID___________________ SS# ___________ Date of Birth ____/____/______  

Policyholder:  ____________________________________ Relationship to Patient: __________________ 
                                                                Last, First, Middle Initial  

Policy Holder Employer: __________________________________________________________ 

 

      

  Medicare? Yes____   No _____  (We do not participate with Medicare) 

  Kaiser? Yes___ No ____ Patients with Kaiser will be considered self pay and given a discount for services. 

 

Have you had any other insurance in the last year/12 months?  Please list:  __              _  ________________                                       
               
Group ____________ Policy ID___________________ SS# ___________ Date of Birth ____/____/______  

Policyholder __________________ Termination Date:                        Relationship: Spouse, Child, Dependant  
 

Patient Signature ________________________   Date: _____________   Employee’s Initials: ___________ 
 

IMPORTANT: If you have more than one insurance policy, please ensure you have updated 

your Coordination of Benefits (COB) with all of your insurances to avoid denials. 
It is considered insurance fraud, a federal offense, for providing false insurance information. 


