
 
Time Worth Seeing 

Patient Information Sheet 
 
 
 
Name:  Last _______________________________________________________ 

 
First __________________________________     Middle Initial ________ 
 

 
Date of Birth: __________________                      _____ Male     _____ Female 
 
Social Security Number (for insurance purposes):  _____________________________ 
 
Address: 
 Street ____________________________________ 
 
            ____________________________________ 
 
 City ____________________________   State _______________    Zip Code _____________ 
 
Phone: 
 Home __________________     Daytime __________________   Cell ____________________ 
 
 Pager ___________________   Fax ___________________  eMail ______________________ 
 
 
Referred by:  ____________________________________________ 
 
 
Employment Status: ______  Employed  ______ Not Employed 
 
   ______  Retired ______ Student 
 
Employer:  ______________________________________________ 
 
 
 
Insurance Name:  ________________________________________ 
 
Insured ID Number:  ______________________________________ 
 
Relationship to Insured:  __________________________________ 
 
 
 
Today’s Date:  _____________________ 


