
aida r. coffey,  m.d. 

 

patient information form 

welcome to our office                                                                                                                         today’s date______________ 

 

in order to serve you properly, we need the following information. 

all information is strictly confidential. 

 

(please print clearly) 

patient’s name___________________________________________________________ birthdate______________ age________ 

                                         (last)                                  (first)                           (middle)                      (nickname)                            (mo.  day, year) 
 

social security #__________________________________driver’s lic.#_________________marital status____ sex___ 

 

address_________________________________________________________________________________zip code_______________ 

                                                 (street)                                                                                         (city) 

                                                                                                                                                                                          work phone  (           )  _________________ 

home phone  (          ) __________________ cell  phone (          )__________________ can we call you at work? ______ 

  

employer or school ____________________________________________address______________________________________ 

 

name of spouse  (or parent) ___________________________________ address_____________________________________ 

 

social security # of spouse (or parent)________________________________ phone (           )  ______________________ 

 

if patient is a minor who is financially responsible for this bill?__________________________________________ 

 social security #______________________________                                                                  (last)                             (first)                  (m) 

 

E-mail address:______________________________________________________________ 

 

chief complaint/reason for visit ____________________________________________________________________________ 

 

date of last general physical exam __________________________________________________________________________ 

                                                                                                                                                              (month       -      year) 

regular  doctor ___________________________________________________address __________________________________ 

 

list any allergies you have  (drugs,  food,  hay fever,  other)______________________________________________ 

 

list any medical  illnesses ____________________________________________________________________________________ 

 

list any medications you are taking__________________________________________________________________________ 

 

have you seen a psychiatrist before?  ______y    ______n.   if yes, please give reason for this______________ 

 

 

primary insurance company_________________________________________________policy #_________________________ 

 

insured name_____________________________________________d.o.b._______________Soc.  Sec. # ____________________ 

                                                                                                                                                                           (mo. day  year) 

name of insured’s employer ______________________________________________  work phone (         )_______________ 

 

patient’s relationship to insured:    self     spouse     child     other      (circle)  

 

Ins. coverage:      deductible___________   co-pay________  ins. authori zation #______________________________ 

 

Deductible,  co-pay,  or full payment  is due at time of service.    

 

any secondary insurance? _____________  if yes, company_____________________________________________________ 

 

 $25.00 charge for returned checks.   $30.00 charge for triplicate refill.    $50.00 charge  for cancellation  made less than 

24 hours before  appointment,    and  $75.00 for  no  show appointments.  

 

I understand that I am financially responsible for all charges for services to me, including the balance remaining after 

payment of possible insurance benefits. 

 

Signed __________________________________________________________________ Date__________________________________________ 
                                             (Patient or Parent if Minor) 
      

We ask that services be paid for at the time rendered unless special arrangements have been made in advance.  Thank you.                                                                                                                                                                                                               


