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Insurance Information 
 

Patient’s Legal Name: ____________________________________________________________ 

Social Security Number: _________ - _________ - ___________ 

Date of birth: ________ / ________ / ___________ 

Patient’s address: _______________________________________________________________ 

Legal name of policy holder, if different from patient: __________________________________ 

Relationship to policy holder (spouse, parent, etc.): ____________________________________ 

Address of policy holder: _________________________________________________________ 

Date of birth of policy holder: ________ / ________ / ___________ 

Primary insurance company: ______________________________________________________ 

Subscriber ID # : ______________________________________ 

Group # : ___________________________________________ 

Is there a deductable or co-pay?  __________Yes __________No 

If YES, what is the deductable/co-pay? ________________________ 

Has the deductable been met for this coverage period? __________ Yes __________No 

Is there a secondary insurance? _________Yes __________ No 

If YES, name of insurance plan: ____________________________________________________ 

Please give all applicable insurance cards to the front staff. Thank you! 

I understand that regardless of my insurance status, I am ultimately responsible for the balance of my 

account for purchases or professional services rendered. 

Signature: ____________________________________________ Date: ___________________ 


