
 

NEW PATIENT INFORMATION 

 

Patient Demographic Information: 

         

Name: _____________________________________     DOB: _____/_____/_______    SSN: __________________________ 

Gender:       Male       Female      Age: ___________        Email:_________________________________________________ 

Address: ____________________________________________________________________________________________

Phone: Home __________________________    Work __________________________    Cell ________________________ 

Best number to call (Circle one):         Home         Work         Cell  

    Phone        Mail       E-mail 

       

 

How would you like our office to contact you?   

Emergency Contact: 

Name: _________________________________________    Relationship: ________________________________________ 

Phone: Home __________________________    Work __________________________    Cell ________________________ 

 

Preferred Language:        English           Spanish      Other: ___________________                 Decline to Specify  

 

Race:  (Circle one)        American Indian or Alaska Native                Asian                Black or African American 

             Native Hawaiian or Pacific Islander White            Decline to Specify 

 

 

Ethnicity:  (Circle one)        Hispanic or Latino             Not Hispanic or Latino Decline to Specify 

 

How did you hear about us?     Friend/Family      Internet      Insurance      Another Doctor      Other_____________ 

 

Responsible Party/Primary Insurance Carrier:      Self   Other (please provide info below) 

 

Name: _____________________________________     DOB: _____/_____/_______    SSN: _____________________ 

 

Relationship to patient: ____________________________________________________________________________ 

















 

 

 

NO SHOW/LATE/CANCELLATION POLICY 

 

This policy has been established to help us serve you better.  

 

Patients who miss an appointment without notice, or who cancel or reschedule with 
less than 24 hours’ notice, may be charged a fee of $35.00.  

 

Patients with three missed appointments or same-day cancellations within a 12-month 
period will be seen on a work-in basis only. 

 

FORM FEES 

Patients who need disability or Family and Medical Leave of Absence (FMLA) paperwork 
completed may be subject to a $20.00 fee for completion and submission of these forms.  

 

I HAVE READ OR HAD READ TO ME AND FULLY UNDERSTAND THE NO 
SHOW/LATE/CANCELLATION POLICY. I HAVE HAD THE OPPORTUNITY TO ASK QUESTIONS 
AND HAD THESE QUESTIONS ADDRESSED.  

 

Signature_____________________________________________________Date_______________  
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