
PATIENT INFORMATION— Please complete all fields that apply                                 2/2014 

Briefly describe reason for your visit:  ________________________________________________________________________ 

Legal Name:  ___________________________________    ________________________________    _______    Sex:  M     F  

 

Street Address: __________________________________________________________________________________________ 

City/State/Zip:  __________________________________________________________________________________________ 

Phone:  Home (          ) _______ - ___________   Cell (          ) _______ - __________    Work (          ) _______ - __________ 

Social Security #:   _______ - _____ - _______   Date of Birth:  _____ / _____ / ________   Marital Status:  S     M     W     D 

Email Address:  ______________________________________________  @  _________________________ . _____________    

Employment Status (please circle):    Full-Time        Part-Time        Retired        Unemployed        Disability        Student     

Employer:  ___________________________________________         Occupation:  ___________________________________ 

LAST FIRST MI 

SPOUSE / PARENT INFORMATION                                          Relationship to Patient:  __________________________________  

Legal Name:  ___________________________________    ________________________________    _______    Sex:  M     F  

 

Street Address: __________________________________________________________________________________________ 

City/State/Zip:  __________________________________________________________________________________________ 

Phone:  Home (          ) _______ - ___________   Cell (          ) _______ - __________    Work (          ) _______ - __________ 

Social Security #:   _______ - _____ - _______   Date of Birth:  _____ / _____ / ________   Marital Status:  S     M     W     D 

Employment Status (please circle):    Full-Time        Part-Time        Retired        Unemployed        Disability        Student     

EMERGENCY CONTACT (IF DIFFERENT  FROM ABOVE): 

Name:  ________________________________________________________   Relationship:  ___________________________ 

Phone:  Home (          ) _______ - ___________   Cell (          ) _______ - __________    Work (          ) _______ - __________ 

LAST FIRST MI 

INSURANCE INFORMATION—Please provide current cards                         Workman’s Comp?     Y       N 

Primary Insurance: _______________________________________    Policy Holder: __________________________________ 

Patient’s Relationship to Insured:  ___________________________    Policy Holder’s Date of Birth:  _____________________ 

Policy #:  _____________________________    Group #: __________________   Ins. Phone #:  _________________________  

Secondary Insurance: _____________________________________    Policy Holder: __________________________________ 

Patient’s Relationship to Insured:  ___________________________    Policy Holder’s Date of Birth:  _____________________ 

Policy #:  _____________________________    Group #: __________________   Ins. Phone #:  _________________________  

REFERRING Physician / Other Source:  ______________________________________________________________________ 

PHARMACY NAME/ADDRESS:____________________________________________________________________________ 

 Starke Behavioral Health Services  Form completed on                  updated on  


