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PATIENT IDENTIFYING INFORMATION 
 

Patient’s Name ______________________  Date of Birth ___________________ 

Address ___________________________   Sex:   M______F______ 

                ___________________________   Patient’s ID#___________________ 

Phone (   )___________________ Patient’s Status:  Single___ Married___ 

 

Primary Insured’s Name________________________ 

Primary Insured’s Address_____________________________________________ 

Primary Insured’s Date of Birth___________ Sex: M______ F______ 

Primary Insured’s ID#_____________________  

 

Patient’s relationship to Insured:   Self___ Spouse ____ Dependent _____ 

 

Insurance Plan ______________________Group number _______________ 

Insurance Billing Address: __________________________________________ 

            _________________________________________  

Insurance Phone number; ________________________ 

Insurance Claims Contact: _______________________ 

Any other Health Plan?  N____ Y____  Name of Other Plan______________ 

       Group Number_________________ 

Name of Referring Physician _________________________ ID #_______________ 

Physician Phone Number  ____________________________ 

Physician Fax Number       ____________________________ 

Diagnosis of Illness/injury ______________________________________________ 

ICD9 Diagnosis Code # ____________________   

Prior Authorization # ________________________  


