
Client Information 

Full Name  

Address  

City, State, Zip  

Phone Number Home                 Work 

Date of Birth  

Sex male / female 

Marital Status single / married / divorced / widowed 

Work Status full time / part time / retired / no work 
 
 

Complete this section if you intend to file health insurance 

Physician’s Name (PCP)  

Insurance Plan Name  

ID number  

Policy Group Number  

Employer Name  
    
 

Complete this section if you are not the holder of insurance policy 

Name Policy Holder  

Address  

City, State, Zip  

Phone Number Home                    Work 

Date of Birth  

Sex male / female 

Relationship  spouse / child / other 
 

Complete this section if you have another health insurance   

Insurance Plan Name  

Policy Number  

Name Policy Holder  

Does primary insurance automatically forward claims?  Yes / No 
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