
 

NEW PATIENT SHEET 

Contact Information 

Suffix: _____  First Name: ______________________ Middle: ________________________________  

Last Name: __________________________________ 

Mailing Address: _____________________________________________________________________ 

Date of Birth: MM_______DY________YR________ Occupation: ________________________________ 

Home Telephone #:________________________ Work Telephone #:___________________________ 

Cell #:____________________________ Email Address: _____________________________________ 

Emergency Contact Name: __________________Emergency Contact Number: ___________________ 

Health Insurance Details 

Insurance Company: _______________________Company of Employment: _____________________ 

Certificate/Policy Number: _________________________ Group Number: ______________________ 

Effective Start Date: ______________Dependant or Spouse (Yes) __ (No) __  If yes please fill in below. 

Insured Details – If Different from above 

Parent ___ OR Spouse ___ 

Last Name: _______________________First Name: ____________________Middle:______________ 

Telephone #:____________________Work Telephone #:______________________  

Date of Birth: MM________DY________YEAR________ 

Referral Information 

Dr.’s Name: _________________________  G.P. /Family Dr.’s Name: _______________________ 

Patient  Referral (Yes) ___  (No) ___                Patient’s Name: _____________________________ 

Self Referral (Yes) ___  (No) ___                        

Patient’s Consent:  I understand I am responsible for not only the co-payment but the full amount of my 

treatment if in the event that my insurance does not cover my treatment. There is also a $50 charge for 

appointments that are not cancelled within 24hours.  

Signature: ________________________________________________________________________ 


