
PATIENT INFORMATION  
 

                                                                                                                                      
 
Name:_______________________________________________________________________________________  
                      Last                                                                           First                                                                      M.I.  
 

Complete 
Address:_____________________________________________________________________________________  
                Street                                                              Apt #                           City                                       State                 Zip  
 

 

Home Phone: (     ) _________________________     Sex:   □   Male   □   Female 

 
 
Date of Birth: ____/____/____         Age  _______          
 
 
Employer _____________________________________________ Telephone (       )________________________ 
 

Is patient a full time student?   □ YES   □  NO  

 
 
PARENT, SPOUSE, OR RESPONSIBLE PARTY (if different from patient)  
 
Name: ______________________________________________________________  Date of Birth:  ____/____/____ 
                     Last                                                        First                                         M.I.  

 
Address:______________________________________________________________________________________ 
                   Street                                                                                City                                                State                              Zip  

  
Home Phone: (     ) _________________________ Cell Phone: (     ) _______________________  
 
 
Email Address: _________________________________________________  
 
 

HAVE YOU APPLIED FOR OR ARE YOU COVERED BY TENNCARE?        YES            NO 
 

 
INSURANCE COVERAGE – PRIMARY:  
 
Insurance Co. Name:_____________________________________________________________ 
 
Name of Policy Holder (Insured): _____________________________________________  
 
Policy Holder (Insured) Date of Birth: ____/____/____  Policy Holder Social Security # ____________________ 
 
 
INSURANCE COVERAGE – SECONDARY:  
 
Insurance Co. Name:_____________________________________________________________  
 
Name of Policy Holder (Insured): _____________________________________________  
 
Policy Holder (Insured) Date of Birth: ____/____/____  Policy Holder Social Security # ____________________  
 
 

 
 

Please present insurance and pharmacy card(s) and photo ID to the receptionist so copies may be made. 

        
        Today’s Date _____/____/____ 


