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PATIENT LABEL 

Please Fill Out Entire Form Completely

Patient’s Information 
Patient’s Name: _______________________________________________ Age: _________ 
Sex: ______ Date of Birth: _____/____/____ Social Security #: _______-______-__________ 
Marital Status: _____________ Race: _______________ Ethnicity: ____________________ 
Primary Language Spoken: ______________________ Interpreter Needed: _____________ 

Physician / Diagnosis 
Referring Physician Name: ____________________________________________________ 
Office Location: ______________________ Date of Onset/Injury/Illness: _____/_____/_____ 
Diagnosis: _________________________________________________________________ 

Patient’s Mailing Address 
Patient Address: ____________________________________________________________ 
City/State/Zip_____________________________Township/Boro Name_________________ 
Patient’s Phone: (H) ________________ (W) ________________ (C) __________________ 
Preferred Method of Contact:     Home     Work       Cell 
Email Address:______________________________________________________________ 

Emergency Contact / Next of Kin 
Name: ________________________________ Relationship to Patient: _________________ 
Address: ___________________________________City/State/Zip_____________________ 
Phone: (H) _________________ (W) ________________ (C) _________________________ 
Preferred Method of Contact:      Home       Work         Cell 

Patient’s Employer 
Patient’s Employer Name: _______________________ Occupation: ___________________ 
Employer’s Address: _________________________City/State/Zip_____________________ 
Check One:  Full time       Part time       Retired        Unemployed 

Guarantor Information   (Guarantor is Person Responsible for Financial Obligations) 

Guarantor:  Same as Patient (Skip to Next Section)   Other (Please Fill Out Below)

Name: ______________________________ Relationship to Patient: ___________________ 

Sex: _____ Date of Birth: ____/____/_______ Social Security #:________-_____-_________ 

Address: __________________________________ City/State/Zip_____________________ 

Phone: (H) __________________ (W) ____________________ (C) ____________________ 

Preferred Method of Contact:      Home       Work         Cell 

Employer Name: ____________________________ Occupation: ______________________ 
Employer Address: ____________________________ City/State/Zip___________________ 
Check One:  Full time       Part time       Retired        Unemployed 
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PATIENT LABEL 

Insurance Information: PRIMARY 

Insurance Name_________________________ ID#: _______________________________ 

Subscriber:  Same as Patient (Skip to Next Section)  Other (Please Fill Out Below) 

Name: ___________________________ Relationship to Patient: ______________________ 

Sex: _____ Date of Birth: ___/___/____ Social Security #:__________-______-___________ 

Address: _____________________________________ City/State/Zip__________________ 

Phone: (H) __________________ (W) _________________ (C) _______________________ 

Preferred Method of Contact:      Home       Work         Cell 

Employer Name: _____________________________ Occupation: _____________________ 

Employer Address: _____________________________City/State/Zip___________________ 

Check One:  Full time       Part time       Retired        Unemployed 

Insurance Information: SECONDARY 

Insurance Name_________________________ ID#: _______________________________ 

Subscriber:  Same as Patient (Skip to Next Section)  Other (Please Fill Out Below) 

Name: ___________________________ Relationship to Patient: ______________________ 

Sex: _____ Date of Birth: ___/___/_____   Social Security #: _________-______-__________ 

Address: _____________________________________ City/State/Zip__________________ 

Phone: (H) ________________ (W) __________________ (C) ________________________ 

Preferred Method of Contact:      Home       Work         Cell 

Employer Name: ______________________________ Occupation: ____________________ 

Employer Address:______________________________City/State/Zip__________________ 

Check One:  Full time       Part time       Retired        Unemployed 

Advance Directives 
Does patient have Medical or Mental Health Advance Directives?    Yes   No 

If YES, what type?     Living Will     D.N.R.     Durable Power of Attorney 

If NO, would you like information regarding the appropriate forms?  Yes   No 

BY SIGNING BELOW YOU ARE GIVING CONSENT FOR TREATMENT AND CONFIRMING THAT THE 

INFORMATION YOU HAVE PROVIDED ON THIS FORM IS CURRENT AND CORRECT. 

___________________________   ___/___/___ 
   Patient/Guardian Signature ~ Treatment Consent        Date 


