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PATIENT INFORMATION 

 

Name:_____________________________________________________________________________ Sex:   Male   Female                   
                    LAST              FIRST   MIDDLE 

Date of Birth:_______________  Age:____ Patient Soc. Sec #________________________ Marital Status:   S   M   W   D 

Address:_________________________________________________________________________________________________ 
                   STREET   APARTMENT #      CITY                                 STATE                          ZIP 

Home Ph.(___)__________________Cell Ph.(___)________________ Race/Ethnicity__________________ 

Email Address___________________________________________________________________________________ 

 

Patient’s Employer:_________________________________     Occupation:________________________________________ 

Work Ph.(___)_____________________________________     Work Address:______________________________________ 

Spouse’s Name:____________________________________     Occupation: ________________________________________ 

Spouse’s Employer:_________________________________     Work #: (      )_____________Cell #: (      ) _______________ 

 

IF PATIENT IS A MINOR, COMPLETE MOTHER AND FATHER INFORMATION:  

Mother’s Name:_____________________________ Father’s Name:___________________________________ 

Address:___________________________________ Address:________________________________________ 

City, State, Zip:_____________________________        City, State, Zip:___________________________________ 

Employer:__________________________________ Employer:_______________________________________ 

Home #: (___)________Work #: (___)___________ Home #: (___)________ Work #: (___)________________ 

 

IN CASE OF EMERGENCY, Name of relative/friend NOT LIVING AT SAME ADDRESS:  
Name:_________________________________________Relationship:_______________________________________ 

Address: _______________________________________Home # (      )______________Cell # (      ) ______________ 

 

Name:_________________________________________Relationship:_______________________________________ 

Address: _______________________________________Home # (      )______________Cell # (      ) ______________ 

 

Did your doctor send you to our clinic?   Yes     No If yes , please list the doctor’s name: _________________________________ 

Who is your Primary Care Doctor?   Same as above or     List name: ______________________________________________________ 

Insurance Information 
Primary Company:____________________________________  PPO Plan   HMO  Effective Date: ______________________________ 

Insurance Company Address: ___________________________________________________________________________________________ 
    STREET     SUITE#   CITY      STATE   ZIP 

Policyholder’s Soc. Sec #: ______________________________  Insurance Phone:(       ) ______________________________ 

Policy #: ____________________________________________  Group #: __________________________________________ 

Policyholder’s Name: __________________________________  Birthday:_________________ Sex:  Male    Female 

Secondary Company:__________________________________ PPO Plan   HMO  Effective Date______________________________ 

Insurance Company Address: ___________________________________________________________________________________________ 
    STREET     SUITE#   CITY      STATE   ZIP 

Policyholder’s Soc. Sec #: ______________________________  Insurance Phone:(       ) ______________________________ 

Policy #: ____________________________________________  Group #: __________________________________________ 

Policyholder’s Name: __________________________________  Birthday:_________________ Sex:  Male    Female 

Insurance Authorization  
I authorize the release of any medical information necessary to process my claim. I authorize payment of medical and surgical benefits 

to Jerry W. Dixon, MD. I AGREE TO BE FINANCIALLY RESPONSIBLE FOR ALL CHARGES. I HAVE READ THIS 

INFORMATION AND UNDERSTAND IT.  

 

Signature:_______________________________________________  Date:____________________________________________ 

 

http://www.jerrydixonmd.com/

