
 

Patient Name ______________________________________Age _____Birthdate _____/_____/______   Male   Female    

               MM    DD        YYYY 

Circle One:       Married         Single         Divorced         Separate         Widow(er) 

 

Address _______________________________ Apt #_________ City/State/Zip_________________________________ 

Home #_______________________________ Cell #___________________________ Work #____________________ 

Social Security #________________________  Patient/Parent/Guardian Drivers License #________________________ 

Employer_____________________________ Occupation______________________ 

Spouse Name__________________________  Cell #____________________________ Work #____________________ 

Emergency Contact Not Living with You_______________________________________  Phone#___________________ 

If Patient is a Dependent on Parent’s Insurance, please complete: 

Father’s Name________________________________  Mother’s Name_______________________________ 
Address ______________________________________  Address______________________________________ 

Employer_____________________________________  Employer____________________________________ 

Home #______________________________________  Home #______________________________________  

Cell #  ________________________________________  Cell # ________________________________________ 

Work #_______________________________________  Work # ______________________________________ 

 

Primary Insurance  

Insurance Name ______________________________ 

Insured Name   ______________________________ 

Insured Date of Birth __________________________ 

Insured Social Security #_______________________ 

Insurance ID #_______________________________ 

Insured Employer_____________________________ 

*Employer Phone Number ____________________ 

Patient is:           Self _____Spouse _____Child______ 

Secondary Insurance 

Insurance Name____________________________ 

Insured Name_____________________________ 

Insured Date of Birth________________________ 

Insured Social Security #_____________________ 

Insurance ID #______________________________ 

Insured Employer___________________________ 

*Employer Phone Number ___________________ 

Patient is:       Self _____Spouse_____Child______ 

__z_______Child______ 

 

1. I attest the above information is true and accurate. I understand that falsifying medical records is a felony punishable by law. 

2. I assign all medical benefits to which I am entitled to: Cary Tanamachi, MD or Terry Sobey, MD.  

A photocopy of this assignment is to be considered as the original. 
 

PRINT the Name of the Patient____________________________________________________________________ 

SIGN HERE         _____________________________________________________________Date______________ 

          Patient/Parent/Guardian 

Was this an accident? Yes___No___    Date of Accident_______________Was this an On the Job Injury? Yes___ No___ 

Referring Doctor’s Name_____________________________________________________________________________ 

How do you plan to pay for today’s services? Cash___ Check___ Visa___  MasterCard___ Discover___ AmExpress ___ 


