
New Patient Insurance Coverage 
 

FIRST NAME____________________________________________LAST NAME ______________________________________ 

ADDRESS ________________________________________________________________________________________________ 

CITY______________________________________STATE ____________________________ ZIP ________________________ 

SOCIAL SECURITY# _____________________________________________ DATE OF BIRTH __________________________ 

HOME PHONE ______________________________________ CELL PHONE__________________________________________ 

E-MAIL __________________________________________________________________________________________________ 

PERSON RESPONSIBLE FOR PAYMENT _____________________________________________________________________ 

HOW WERE YOU REFERRED TO OUR OFFICE? FRIEND’S NAME_______________________________________________ 

DO YOU HAVE ANY TYPE OF HEALTH INSURANCE? _____________  
 
 

INSURANCE COMPANY ___________________________________________________________________________________  
ADDRESS _______________________________________________________________________________________________ 
Customer Service Phone #(located on the back of the card)__________________________________________________________ 
INSURED’S NAME _______________________________________ RELATION ______________________________________ 
INSURED’S DATE OF BIRTH ______________________________ SS#_____________________________________________ 
 
ARE YOU COVERED UNDER ANY OTHER HEALTH INS. POLICY THROUGH YOURSELF OR SPOUSE? ____________ 
 
 INSURANCE COMPANY __________________________________ PHONE# ________________________________________ 
ADDRESS _______________________________________________ INSURED’S SS# __________________________________ 
INSURED NAME & DOB __________________________________ RELATION ______________________________________ 
AUTO INSURANCE CO. ___________________________________ POLICY# ________________________________________  
CLAIM# _________________________________________________ PHONE# ________________________________________ 
ADDRESS _______________________________________________ AGENT’S NAME _________________________________ 
NAME OF ATTORNEY ____________________________________ ATTORNEY’S PHONE # ___________________________ 


