
PATIENTPATIENTPATIENTPATIENT    INFORMATIONINFORMATIONINFORMATIONINFORMATION    
PPPPLEASE LEASE LEASE LEASE PPPPRINTRINTRINTRINT    

    
Patient NamePatient NamePatient NamePatient Name ____________________________________   Date of BirthDate of BirthDate of BirthDate of Birth _____________________________ 
 
AddressAddressAddressAddress ________________________________ CityCityCityCity ________________________ StateStateStateState______    ZipZipZipZip ________ 
 
Primary PhoPrimary PhoPrimary PhoPrimary Phonenenene _________________________________  Secondary PhoneSecondary PhoneSecondary PhoneSecondary Phone ____________________________ 
 
EmployerEmployerEmployerEmployer _____________________________________   Employer PhoneEmployer PhoneEmployer PhoneEmployer Phone _____________________________ 
 
SexSexSexSex  Male / Female    Social Security NumberSocial Security NumberSocial Security NumberSocial Security Number _____________________________ Martial StatusMartial StatusMartial StatusMartial Status__________ 
HeightHeightHeightHeight _______________ WeightWeightWeightWeight _________________ 
 
Responsible PartyResponsible PartyResponsible PartyResponsible Party ________________________________________   Date of BirthDate of BirthDate of BirthDate of Birth ______________________ 
 
Social Security NumberSocial Security NumberSocial Security NumberSocial Security Number __________________________________  EmployerEmployerEmployerEmployer ___________________________ 
 
EmergEmergEmergEmergency Contact Nameency Contact Nameency Contact Nameency Contact Name _______________________________  RelationshipRelationshipRelationshipRelationship _________________________ 
 
PhonePhonePhonePhone _____________________________________                  Referred ByReferred ByReferred ByReferred By ____________________________ 
 
Primary Care PhysicianPrimary Care PhysicianPrimary Care PhysicianPrimary Care Physician _____________________________ Date of Date of Date of Date of LLLLast ast ast ast office office office office visitvisitvisitvisit _____________________ 
 
PharmacyPharmacyPharmacyPharmacy __________________________________  PharmacyPharmacyPharmacyPharmacy PhonePhonePhonePhone ________________________________ 
 
Patients Patients Patients Patients EEEE----mail addressmail addressmail addressmail address ______________________________________________________________________ 

 
PRIMARYPRIMARYPRIMARYPRIMARY    INSURANCEINSURANCEINSURANCEINSURANCE    INFORMATINFORMATINFORMATINFORMATIONIONIONION    

    
Primary Insurance CompanyPrimary Insurance CompanyPrimary Insurance CompanyPrimary Insurance Company __________________________________                SexSexSexSex M / F 
 
Member NameMember NameMember NameMember Name ___________________________________ Member Date of BirthMember Date of BirthMember Date of BirthMember Date of Birth _______________________ 
 
MemberMemberMemberMember    Social Security NumberSocial Security NumberSocial Security NumberSocial Security Number _____________________________ Relationship Relationship Relationship Relationship to patientto patientto patientto patient _____________ 
 
ID #ID #ID #ID # ____________________________________________  Group #Group #Group #Group # __________________________________ 
 
EmployerEmployerEmployerEmployer ________________________________________ Policy Effective DatePolicy Effective DatePolicy Effective DatePolicy Effective Date ________________________ 
 

SECONDARYSECONDARYSECONDARYSECONDARY    INSURANCEINSURANCEINSURANCEINSURANCE    INFORMATIONINFORMATIONINFORMATIONINFORMATION    
    

SecoSecoSecoSecondaryndaryndaryndary    Insurance CompanyInsurance CompanyInsurance CompanyInsurance Company __________________________________                SexSexSexSex M / F 
 
Member NameMember NameMember NameMember Name ___________________________________ Member Date of BirthMember Date of BirthMember Date of BirthMember Date of Birth _______________________ 
 
Member Social Security NumberMember Social Security NumberMember Social Security NumberMember Social Security Number _____________________________ Relationship to patiRelationship to patiRelationship to patiRelationship to patientententent _____________ 
 
ID #ID #ID #ID # ____________________________________________  Group #Group #Group #Group # __________________________________ 
 
EmployerEmployerEmployerEmployer ________________________________________ Policy Effective DatePolicy Effective DatePolicy Effective DatePolicy Effective Date ________________________ 

    
Is this work related?Is this work related?Is this work related?Is this work related? _____ Date of injuryDate of injuryDate of injuryDate of injury ____________  Workers compensation Claim #Workers compensation Claim #Workers compensation Claim #Workers compensation Claim # ________________ 
Contact Name &Contact Name &Contact Name &Contact Name &    PhonePhonePhonePhone ____________________ 
    
I the undersigned certify that I (or my dependant) assign directly to Dr. Shari L. Kaminsky / Dr. Jerry M. Liddell all insurance benefits, if 
any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether paid or not 
paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize 
the use of this signature on all insurance submissions. 
 

__________________________________________________________________________________ 
 Responsible Party SignatureResponsible Party SignatureResponsible Party SignatureResponsible Party Signature        RelationshipRelationshipRelationshipRelationship            Date Date Date Date     


