
222 E Virginia Street Evansville, IN 47711
Phone Fax

INSURANCE/PERSONAL INFORMATION

Please submit 2 forms of identification, insurance card and copayment if necessary.

Please complete this form.  Write N/a if does not apply.  Write “same” if the information requested is the 
same as the patient.

Do you prefer a nickname?  _______________________________________________

Patient information

First Name  ______________ MI ____ Last Name ___________________Date of Birth ____________________
Address___________________________________________________________________________________
City _______________________ State _________  Zip Code __________ Social Security # ________________
Age ______ Sex _______ Marital Status ______________________________________________________
Home Phone _____________________________ Cell Phone 
_________________________________________  
Occupation ______________________________________ Employer _________________________________
Address ___________________________________________________________________________________
City _____________________________________________ State _________  Zip Code ___________________
Employed Full-time/Part-time/Retired __________________________________________________________

Primary Insurance

Insurance Company ____________________________ Policy Holder Name ____________________________
Holders Address ____________________________________________________________________________
City _______________________ State _________  Zip Code __________ Social Security # ________________
Age ______ Sex _______ Marital Status ______________________________________________________
Home Phone _____________________________ Cell Phone 
_________________________________________  
Occupation ______________________________________ Employer _________________________________
Address ___________________________________________________________________________________
City _____________________________________________ State _________  Zip Code ___________________
Employed Full-time/Part-time/Retired __________________________________________________________
Effective Date of Insurance _________________________ Insurance ID _______________________________
Group # ______________ Group Name _________________________________________________________
Employer Phone # ___________________Employed Full-time/Part-time/Retired ________________________

Secondary Insurance

Company ____________________________ Policy Holder Name ____________________________
Holders Address ____________________________________________________________________________
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City _______________________ State _________  Zip Code __________ Social Security # ________________
Age ______ Sex _______ Marital Status ______________________________________________________
Home Phone _____________________________ Cell Phone ________________________________________
Occupation ______________________________________ Employer _________________________________
Address ___________________________________________________________________________________
City _____________________________________________ State _________  Zip Code ___________________
Effective Date of Insurance _________________________ Insurance ID _______________________________
Group # ______________ ____________ Group Name _____________________________________________ 
Employer Phone # ______________________Employed Full-time/Part-time/Retired _____________________

Tertiary Insurance

Company ____________________________ Policy Holder Name _____________________________________
Holders Address ____________________________________________________________________________
City _______________________ State _________  Zip Code __________ Social Security # ________________
Age ______ Sex _______ Marital Status ______________________________________________________
HomePhone _____________________________ Cell Phone _________________________________________ 
Occupation ______________________________________ Employer _________________________________
Address ___________________________________________________________________________________
City _____________________________________________ State _________  Zip Code ___________________
Employed Full-time/Part-time/Retired __________________________________________________________
Effective Date of Insurance _________________________ Insurance ID _______________________________
Group # ______________ Group Name _________________________________________________________ 
Employer Phone # ___________________________________

Spouse/Partner/Guardian Information

Name _______________________________________________ Relationship ___________________________
Address ___________________________________________________________________________________
City _______________________ State _________  Zip Code __________ Social Security # ________________
Age ______ Sex _______ Marital Status ______________________________________________________
HomePhone _____________________________ Cell Phone _________________________________________ 

Emergency Contact

Name _______________________________________________ Relationship ___________________________
Address ___________________________________________________________________________________
City _______________________ State _________  Zip Code __________ Contact # _____________________

I acknowledge the information listed above is correct and understand I am financially responsible for all 
charges completed today.  Payments and copayments are due at time of service regardless of insurance 
coverage.  

Signature __________________________________________________ Date ___________________________
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