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Please fill in all the information as accurately as possible. The information you provide will assist in formulating a complete health profile.  All answers are confidential. 
Patient Information Legal Name needed for Insurance Purposes. Please add preferred name if applicable 
First Name_____________________ Last Name____________________________  MI _______ 
Preferred Name_________________ Date of Birth_____________  Sex(must match insurance)_______ 
Marital Status ______________ Email Address________________________________________ 
Address ___________________________ City________________ State_____ Zip Code_______ 
Home Phone________________ Cell Phone________________ Work Phone________________ 
May we leave you a voice-message?  Yes or No    Driver’s License #___________ SSN____________
Optional (circle):  White /  Black /  Asian/SP Islander  / Hispanic  /  Latino  /  Other /  Decline to Specify 
Emergency Contact 
Name_________________________________________ Relationship_____________________ 
Phone Number__________________________________ 
Insurance Information 
Primary Insurance: 
Name of Insurance_______________________ Policy Holder Name ______________________ 
Policy Holder DOB______________________ Policy Holder SSN __________________________ 
Policy Holder Address____________________________________________________________ 
Policy Holder Relationship to patient_____________ Policy Holder phone number___________
Member ID Number________________________ Group Number (if available) ______________ 
Secondary or Supplemental Insurance: (Mark NA if you have no second policy)  
Name of Insurance_______________________ Policy Holder Name ______________________ 
Policy Holder DOB______________________ Policy Holder SSN __________________________ 
Policy Holder Address____________________________________________________________ 
Policy Holder Relationship to patient_____________ Policy Holder phone number___________
Member ID Number________________________ Group Number (if available) ______________ 
Guarantor Information Mark Same if person responsible for the bill is the patient 
Name_________________________ Relationship to Patient____________ Date of Birth______ 
Address__________________________ City, State, Zip_________________________________ 
SSN__________________ Phone Number_________________ Employer___________________ 
 
Employment Status: Circle    	Employer________________ P)________________ 
Address of employer_____________________________________________________________ 
Full time         Part Time         Retired         Unemployed        Self-Employed        Military        Other 
 
Pharmacy Information 
Your Pharmacy________________________________________________________________ 
Location/Address______________________________________________________________ May we retrieve current/previous medications through the pharmacy 
list-service if available?   Yes   or    No 
 
Insurance Agreement 
The above information is true to the best of my knowledge. I authorize Hart and Arndt Family Health, PC to furnish information to insurance carriers required to process my claims.  I authorize my insurance benefits be paid directly to the physician.  I understand fully that I am responsible for any amount not covered by the insurance, or any collection fees, or interest acquired.  
 
Please sign upon completion, must be completed in full: 
 
Patient Signature________________________________________________Date____________ 
(Parent or Guardian if Minor) 
Printed Name__________________________________________________DOB_____________ 
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