
 

PATIENT INFORMATION FORM 
PATIENT INFORMATION                                  
     

 Patient Name:  ______________________________________________________________________  
                       Last                                                                          First                                                                MI 

  

 Sex: M / F   Date of Birth:  __________ SS# ______________  Patient# (office use): ______________ 
 
 Address: _________________________________  City: ________________  State:  ___   Zip: ______
 
 Day phone: ______________   Evening Phone: _________________  Cell Phone: ________________ 
 
 How did you hear about us?:___________________________________________________________   

RESPONSIBLE PARTY     (PARENT/LEGAL GUARDIAN) 
 

Name:  ____________________________________________________________________________   
                              Last                                                                                  First                                                              MI 
 

Sex: M / F            Relationship to Patient: _________________________________________________   
 
Other Parent/Guardian Name:  _________________________________________________________ 
 
Address: __________________________________  City: ________________  State:  ___  Zip: ______
 
Email Address: __________________________________  Do you check this regularly?    Yes  /   No 
 

REFERRING CLINIC AND INSURANCE INFORMATION 
 

Referring Physician: ______________________________________      Phone #: _____________ 
 

Clinic Name: ________________________________________________________________________   
 

Clinic Address: ______________________________________________________________________ 
 
Primary Care Physician: ______________________________________      Phone #: _____________ 
 

Clinic Name: ________________________________________________________________________   
 

Clinic Address: ______________________________________________________________________ 
 
Primary Insurance:__________________________________________________________________    
 

Policy Numbers: _____________________________________________________________________ 
                                     ID#                                                                                           Group/Plan # 
Policy Holder: _______________________________________________________________________   
                                Last                                                                                                  First                                                                MI 
Relation to Patient:_________________________________________  Date of Birth: ______________  
 

SS#:________________________  Employer: _____________________________________________  
 

Insurance Phone: _____________________ 
 
Secondary Insurance:________________________________________________________________  
 

Policy Numbers: _____________________________________________________________________ 
                                     ID#                                                                                           Group/Plan # 
Policy Holder: _______________________________________________________________________   
                                Last                                                                                                  First                                                               MI 
Relation to patient:_________________________________________  Date of Birth: ______________  
 

SS#:________________________  Employer: _____________________________________________  
 

Insurance Phone: _____________________ 
 

Minnesota MA:   ___Yes  ___No   ID#: ______________________      County Waiver Funds: _______ 
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