
PATTERNS OF ESSENTIAL CARE, PLLC
________________________________________________________________________

PATIENT INFORMATION FORM

	Name:
	M.I.:
	Last name:

	Address: (Street / P.O. Box, City, State, Zip)



	Home phone:
	Cell:
	Work phone:

	Occupation:
	Employer:

	Age:
	Date of birth:
	Drivers license number:

	[bookmark: Check1][bookmark: Check2]Sex: |_| M  |_| F
	[bookmark: Check3][bookmark: Check4][bookmark: Check5]Marital Status: |_| Single |_| Married |_| Widowed

	[bookmark: Check6][bookmark: Check7][bookmark: Check8][bookmark: Check9]Referred by:                                                                    |_|Friend |_| Relative |_| Insurance |_| Other

	E-mail:

	Emergency contact:
	Phone:
	Relationship:

	
PRIMARY INSURANCE 
(Complete only if Blue Cross Blue Shield or United Healthcare insurance benefits are to be used for payment.)


	Name of insurance company:

	Name of insured:
	Member ID number:
	Group number:

	SSN:



	[bookmark: Check10][bookmark: Check11][bookmark: Check12]Insured’s relationship to patient: |_| Self |_| Spouse |_| Parent

	Assignment of insurance benefits:

The above information is true to the best of my knowledge. I authorize my insurance benefits to be paid directly to Patterns of Essential Care, PLLC. I understand that I am financially responsible for the full payment for services provided if denied or not covered by the insurance company. 


	Patient name (print):
	Patient / Guardian signature:
	Date:










Patient name (print)			Patient / Guardian signature		Date
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