
Patient Demographics and Insurance Information Form 

Personal Information  

Full Name: _________________________________________________  

Date of Birth: ____ / ____ / ________ (MM/DD/YYYY)  

Gender: [ ] Male [ ] Female [ ] Other  

Social Security Number: ____ - ____ - ________  

Address: ___________________________________________________  

City: ____________________ State: ________ Zip: __________  

Phone Number: (____) ____ - ________  

Email Address: _____________________________________________  

 

Emergency Contact  

Name: ______________________________________________________  

Relationship to Patient: ____________________________________  

Phone Number: (____) ____ - ________  

 

Primary Insurance Information  

Insurance Company: _________________________________________  

Policy Number / Member ID: _________________________________  

Group Number: ______________________________________________  

Policy Holder Name: ________________________________________  

Relationship to Patient: ____________________________________  

Policy Holder Date of Birth: ____ / ____ / ________  

 

Secondary Insurance Information (If Applicable)  



Insurance Company: _________________________________________  

Policy Number / Member ID: _________________________________  

 

Authorization and Signature  

I certify that the above information is correct to the best of my knowledge. I authorize the release 

of any medical or other information necessary to process insurance claims.  

Signature: __________________________________ Date: __________  


