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Patient Information 
Please complete ALL information  and return this document to our Florida office. 

Please print 

Date __________________ 

Patient’s Legal Name___________________________________________________  DOB _________________ 

Home Address: ______________________________________________________________________________  
                                                     STREET  

 ______________________________________________________________________________ 
                                                     CITY                                                                                                                                                                                                           ST                                                                  ZIP 

Home Phone (  ) _____________________________ Soc Sec #  _________________________________ 

Cell phone(s): Mom (       )___________________________  Dad (      ) ________________________________  

Email ______________________________________________________________________________________ 

Parent or Legal Guardian Information 

Legal Name(s) _____________________________________________________________________________ 

Mother’s DOB _______________________________   Father’s DOB _________________________________ 

Mother’s Employer ____________________________   Father’s Employer _____________________________ 

Address ____________________________________   Address _____________________________________ 

Phone # ____________________________________   Phone # _____________________________________ 

Insurance Information 

Policyholder’s name ______________________________________  Policy Type:  □ HMO   □ PPO  □ POS 

Insurance Company Name: ___________________________________________________________________ 

Policy # _________________________________________Group # ____________________________ 

Claims Address _______________________________ Claims Phone # _________________________ 
                                                   STREET  

    _______________________________________________________________________ 
                                                            CITY                                                                                                                                                       ST                                      ZIP 

Medicaid ID # _______________________________   Medipass # __________________________________ 

Prescription Insurance (If different from above) 

Policyholder’s name _________________________________  Policy Type:  □ HMO     □ PPO     □ POS 

Insurance Company Name: ___________________________________________________________________ 

Policy # _________________________________________Group # ____________________________ 

Claims Address _______________________________ Claims Phone # _________________________ 
                                                   STREET  

    _______________________________________________________________________ 
                                                            CITY                                                                                                                                                       ST                                      ZIP 

Pharmacy Information 

Name of preferred pharmacy _________________________________________________________________ 

Phone # ____________________________________   Fax # _______________________________________ 


