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Face Sheet 

 

 
First Name_______________________________MI ________ Last Name________________________________ 

 

Birthdate___________________ Age _______ SSN#_______________________________ Sex: M_____ F_____ 

 

Address______________________________________________________________________Apt ____________ 

 

City____________________________________________________State__________Zip____________________ 

 

Home Phone____________________________ Cell/Other Phone_________________________________________ 

 

Email__________________________________________________________________________________________ 

 

Parent/Guardian/Spouse:  Name_______________________________________ Birthdate ________________ 

   (Responsible Party) 

    Address: _____________________________________________________________ 

 

    City____________________________________ State_______ Zip______________ 

 

 

Parent/Guardian/Spouse:  Name_______________________________________ Birthdate ________________ 

   (Responsible Party) 

    Address: _____________________________________________________________ 

 

    City____________________________________ State_______ Zip______________ 

 

Emergency Contact: _____________________________Relationship______________ Phone ________________ 

 
Primary Care Physician ________________________________________________________________________ 
 

 

INSURANCE INFORMATION   
 

 

Primary Insurance _______________________________________Policy # ______________________________ 
                          Policy Owner SS# if Policy # 

 
 Policy Owner ______________________________________________  Birthdate _____________________________ 
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Secondary Insurance _____________________________________ Policy # ______________________________ 
           Policy Owner SS# if Policy # 

 
 Policy Owner _____________________________________________ Birthdate ___________________________ 

 

____Medicaid -- please provide PASSPORT PROVIDER:  __________________________ Auth ____________ 

 

____Work Comp (complete attached info sheet)   Date of Injury ________________________ 

  
 

 

I authorize the release of any medical or other information to process this claim.  I understand that,  

although insurance may or may not cover part of my charges, I am responsible for payment, and  

I authorize payment of my insurance to be paid directly to the provider. 
 
_________________________________________________           ________________________________ 

Responsible Party Signature                                            Date 

 

 

 

 

 

 

 

 
 


