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Today’s date: Primary Care Physician: Referred to clinic by: Dr. 

PATIENT INFORMATION 

Patient’s Legal Name: (Last)                                (First)                          (Middle) 
    Mr. 
    Mrs. 
    Miss 
    Ms. 

Marital status (circle one) 

Preferred Name: Single  /  Mar  /  Div  /  Sep  /  Wid 

Ethnicity (circle one) 
 

Hispanic/Latino : Caucasian : Asian : Other : Unknown 
 

Race (circle one) 
 

 White : Asian : African American : Pacific Islander : American Indian : 
Other : Unknown 

 

Language (circle one)  Arabic : Bulgarian : Central Khmer : Chinese : English : French : German : 
 

Haitian : Hebrew : Hindi : Italian : Japanese : Korean : Polish : Portuguese : Russian : Spanish 

Birth date: Age: Sex: 

/          /   M  F 

Mailing address: Social Security Number: Home Phone : 
(          ) 
 

Cell Phone  : 
(          ) 

City: State: ZIP Code: (+4) 
- 

E-Mail Address: 

Occupation: Employer: Employer phone : 
 

(          ) 
 

Employer Address:  City:  State: 

If patient is a minor, Responsible party: 

Pharmacy: Pharmacy Location: 

SPOUSE INFORMATION 

Spouse’s Legal Name: (Last)                            (First)                              (Middle) 
 Mr. 
 Mrs. 

 Miss 
 Ms. 

Birth date: Sex 

/         /  M  F 

Occupation: Employer: Employer Phone: 
 

(          ) 
 

           Spouse’s Cell Phone:   
 
(          ) 

Other family members seen here: 

NEAREST RELATIVE NOT LIVING WITH YOU 

Name:        Phone: 
(          ) 

Address: 
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      Patient Name:_____________________________________________________    Date: ___________________ 

PERSONAL INSURANCE INFORMATION 

PRIMARY INSURANCE NAME SECONDARY INSURANCE NAME 

SUBSCRIBER’S NAME SUBSCRIBER’S NAME 

POLICY ID NUMBER GROUP NUMBER POLICY ID NUMBER GROUP NUMBER 

RELATIONSHIP TO PATIENT 
� SELF � SPOUSE � CHILD � OTHER: 

RELATIONSHIP TO PATIENT 
� SELF � SPOUSE � CHILD � OTHER: 

POLICY HOLDER’S DATE OF BIRTH 
 

POLICY HOLDER’S DATE OF BIRTH 

WORKER’S COMPENSATION INSURANCE INFORMATION 

WORKER’S COMP INSURANCE CARRIER 
 

ADDRESS (street-city-state-zip) PHONE NUMBER 

DATE OF INJURY TIME OF INJURY STATE WHERE INJURY OCCURRED 

HAVE YOU FILED A WORKER’S COMP CLAIM 

� YES � NO 

CLAIM  NUMBER 

LIABILITY INSURANCE INFORMATION 

YOUR LIABILITY CARRIER OTHER PARTY’S LIABILITY CARRIER 

ADDRESS (street-city-state-zip) ADDRESS (street-city-state-zip) 

HAVE YOU FILED A CLAIM WITH A LIABILITY CARRIER 

� YES � NO 

NAME OF OTHER PARTY 

CLAIM  NUMBER / TIME OF INJURY CLAIM  NUMBER / TIME OF INJURY 

STATE /DATE OF INJURY  STATE / DATE OF INJURY  

 

I herby verify that all of the above information is correct to the best of my knowledge and understand that if any information is to change, it is my responsibility to 
inform NSA before any services are provided. Worker’s Compensation and Personal Auto Medical Insurer is primary payer only for those services related to the 
accident. Liability insurance is primary payer only for those services related to the liability settlement, judgment or award;   a lien will be filed with the Third Party 
carriers with all liability claims.  

Signature__________________________________________________________________________________________  Date___________________ 


