
 
 

 
 
 
 

 
 
 

 
 
 
 

 
 
 

 
 

 

 

 
  New Patient                                              Date: _______________________________       

 
PATIENT NAME_____________________________________________________       Male                Female 
 

HOME PHONE ____________________________ WORK PHONE  __________________________________________ 
 
ADDRESS ________________________________ CITY __________________ STATE ______ZIP CODE ___________ 
 
BIRTHDATE ___________________ SSN _________________________  Single        Married        Divorced        Widowed 
 
EMPLOYER ___________________________________________ OCCUPATION ______________________________ 
 
EMPLOYER ADDRESS ________________________ CITY _________________ STATE ______ ZIP   ______________ 
 
RESPONSIBLE PARTY INFORMATION 
 
NAME _______________________________________________ BIRTHDATE _________________________________ 
 
PHONE ______________________________________________ RELATIONSHIP    _____________________________ 
 
ADDRESS _________________________________ CITY __________________ STATE ______ ZIP _______________ 
 
EMPLOYER __________________________ WORK PHONE ___________________ S.S.# ______________________ 
 
EMPLOYER ADDRESS _____________________ CITY _____________________ STATE _____ ZIP   ______________ 
 
EMERGENCY CONTACT _______________________ PHONE ___________________ RELATIONSHIP ____________ 
 
INSURANCE INFORMATION 
 
PRIMARY ______________________________________ SECONDARY ______________________________________ 
 
ADDRESS   _____________________________________ ADDRESS     ________________________________________ 
 
PHONE ________________________________________ PHONE    __________________________________________ 
 
POLICY HOLDER ________________________________ POLICY HOLDER __________________________________ 
 
RELATIONSHIP TO PATIENT ______________________ RELATIONSHIP TO PATIENT _________________________ 
 
POLICY #1 ___________________ GROUP # _________ POLICY #2 _____________________ GROUP # __________ 
 
 
I hereby authorize the release of any information acquired in the course of my examination for treatment to the insurance carrier listed 
above. 
 
Date ______________________ Signature _______________________________________ Witness __________________________ 
 
 

FINANCIAL AGREEMENT 
The financial policy of my health care provider has been fully explained to me and I acknowledge full responsibility for all charges 
incurred, regardless of possible insurance coverage.  I hereby authorize my health care provider to obtain on my behalf, any insurance 
information covered by “the Privacy Act” from my insurance company file.  I hereby authorize payment directly to the physician for 
medical and/or surgical benefits. 
 
Date ________________________ Signature _________________________________ Witness ______________________________ 
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                                               Gary A. Smith, MD, PLLC           Tracy L. Jones, MS, PA-C  
                

                      
 

 


