Patient Information Sheet

It is our hope to provide the highest quality of service.  Below you will find a patient information sheet which provides our office with useful information that is helpful to our staff in contacting you, processing your billing and notifying you in case of an office closing.

Patient Name  _____________________________  
Date of Birth  ________________


Parent/Guardian  ______________________________________________________________

Complete Address ___________________________________________________________________________________

Home Phone  _______________________
Cell Phone  _____________________________

Employer/Job Title  __________________________________________________________________________________

Closest Relative (Not Spouse)  ___________________________________________  Relationship  __________________

Telephone  _________________________

Referral Source  _____________________________________________________________________________________

Other Parent/Guardian  _________________________________________________________

May we contact your spouse regarding appointments?  ____________________________

Address (if different from above) _______________________________________________________________________

Home Phone  _________________________
Cell Phone  ______________________________

Employer/Job Title  __________________________________________________________________________________

Work Phone  _________________________

Medical Information

Primary Care Physician Name  _________________________________________________________________________

Physician’s Address________________________________________________________________________

Physician’s Phone  ___________________
Fax  ________________________________

Insurance Carrier  ____________________
ID#  ________________________________
Group  _____________

Insurance Address  ______________________________________________________________________________

Policy Holder Name  __________________________________________________________

Date of Birth  _________________________________

Address (if different from above)  ______________________________________________________________________

*Please note you will be held liable for any collection costs and/or attorney fees in the event those services are needed to collect this debt.

*By signing this form, you are indicating that you have read and understood the accompanying office policies.

Signature  __________________________________________________

Date  ____________________________

6556 East Quaker

Orchard Park, NY 14127

716-539-9232 (p); 716-539-9230 (f)


