
 

Confidential When Completed 

Patient Information 
Patient’sName___________________________________________ __________________Date__________ 
                                                                  Last                                                                                   First                                                                          Nickname                                   

Male / Female  Birthdate________________Age_______E-Mail Address_____________________________ 
Residence________________________________________________________________________ 
                                                 Street                                                             City                                                                     Province                                                                                Postal Code 

Home Phone__________________ Cell Phone (if applicable)____________________ 
If patient is a minor, accompanying parent/ guardian name___________________________________________ 
                                                                                     Last                                       First                                                             Relationship to Patient 
Whom may we thank for referring you to our office?________________________________________ 
 

Person Responsible  for Account 
Name___________________________________________________________________________ 
                                                                    Last                                                           First                                                                                                                               Marital Status 

Mailing Address____________________________________________________________________ 
                                                         Street                                                            City                                                  Province                                                                                Postal Code  
How long at this address____________  Home Phone_______________ Work Phone______________   
Cell Phone______________     E-Mail Address_________________________________                  
Previous address (If less than 3 yrs.) ___________________________________________________ 
                                                                                                               Street                                                          City                                         Province                                 Postal Code                                  

Birthdate___________     Relationship to Patient______________ 
Employer_____________________Occupation______________________No. Years Employed___________ 
Spouse’s Name_________________________________________Relationship to Patient_______________ 
Spouse’s Address (if different from above) ____________________________________________________________________ 
                                                                                                                                                                                                 

Employer_____________________Occupation______________________No. Years Employed___________ 
Birthdate___________Work Phone_________________________ 
 

Insurance Information 
Insured’s Name___________________________________________________ 
                                                                   Last                                                                                   First 

Insurance Company________________________Group No.___________ ID/Certificate # _____________ 
 

Insured’s Employer___________________________Insured’s Birthdate_____________________________ 
Do you have dual coverage? Y / N? 
Insured’s Name___________________________________________________ 
                                                                   Last                                                                                   First 

Insurance Company________________________Group No.____________ID/Certificate # _____________ 
 

Insured’s Employer__________________________Insured’s Birthdate______________________________ 

 
Emergency Information 

Name of nearest relative not living with you_______________________________ Phone______________ 
Address_________________________________________________________________________ 
                                          Street                                                                          City                                                                     State                                                                                Zip 

To the best of my knowledge all information is correct.  
I understand that where appropriate; credit bureau reports may be obtained. 
 
Signature (Parent’s signature if minor) _______________________________________________________ 


