
PATIENT INFORMATION 
 
 
LAST NAME__________________________  FIRST NAME__________________  MID INIT______ 
 
DATE_____________  SOC SEC #_______________________  DATE OF BIRTH______________ 
 
REASON FOR VISIT TODAY_________________________________________________________ 
 
ADDRESS__________________________________________  CITY________________________ 
 
STATE______________________  ZIP_________________  SEX   _____ Female       _____ Male 
 
HOME PHONE____________________________  WORK PHONE___________________________ 
 
CELL PHONE_____________________________  E-MAIL_________________________________ 
 
PLEASE CIRCLE HOW YOU PREFER TO BE CONTACTED    Home    Work    Cell Phone    E-Mail      All 
 
ARE YOU  ____Minor    ____Married    ____Divorced    ____Widowed    ____Single    ____Separated 
 
EMPLOYER_______________________________________________________________________ 
 
EMPLOYER ADDRESS_____________________________________  CITY____________________ 
 
STATE_______________________  ZIP___________________ 
 
SPOUSE’S FULL NAME_________________________________  SOC SEC #__________________ 
 
EMPLOYER_______________________________________________________________________ 
 
IN CASE OF EMERGENCY WHO SHOULD WE CALL______________________________________ 
 
RELATIONSHIP____________________________  PHONE NUMBER_________________________ 
 
FINANCIALLY RESPONSIBLE PARTY__________________________________________________ 
 
INSURANCE POLICY HOLDER____________________________  DATE OF BIRTH_____________ 
 
HOW DID YOU HEAR ABOUT US?       LOCATION         PATIENT (Name)_______________________________ 
 
INSURANCE          PHONE BOOK           INTERNET             ADVERTISEMENT       OTHER_______________________ 
 
 
IF YOU HAVE INSURANCE PLEASE GIVE THE RECEPTIONIST YOUR CARD SO THAT SHE MAY VERIFY YOUR 
COVERAGE AND FILE YOUR CLAIMS APPROPRIATELY.   
 
IF YOUR INJURY INVOLVED A MOTOR VEHICLE ACCIDENT OR A WORK INJURY PLEASE NOTIFY THE 
RECEPTIONIST SO THAT THE PROPER PAPERWORK CAN BE FILLED OUT.  WE ARE CERTIFIED BY THE OHIO 
BUREAU OF WORKER’S COMPENSATION TO EVALUATE AND TREAT WORK INJURIES. 
 
      


