
New Patient Form 
 
Patient Information: 
Name: _____________________________________ 
Date of Birth: ________________________________ 
Gender: ________________________________ 
Address: ___________________________________ 
City: _________________________ State: _______ Zip: _______ 
Phone: ________________________ Email: ________________________ 
 
Medical History: 
Please provide information on any medical conditions, surgeries, allergies, medications, or other relevant 
health information: 
 
Insurance Information: 
Insurance Provider: _______________________________ 
Policy/Member ID: ________________________________ 
Group Number: _________________________________ 
 
Consent and Authorization: 
I authorize the release of any medical information necessary to process insurance claims and for the purp
ose of providing medical care. I understand that I am financially responsible for all charges not covered by
 insurance. 
 
Signature: ___________________________ Date: _______________ 


