
PATIENT INFORMATION FORM

NAME:_________________________________________________________________

ADDRESS:______________________________________________________________

CITY:___________________________ STATE:___________ ZIP CODE:__________

DATE OF BIRTH:____________________ SOCIAL SECURITY:________________

HOME:_________________ WORK: _________________ CELL:________________

FAX:____________________ EMAIL ADDRESS:_____________________________
       OCCUPATION:__________________

REFFERRED BY  :   _____________________ 
IN CASE OF EMERGENCY NOTIFY:_____________________________________

 AT PHONE NUMBER:_______________________________________
LIST ANY MEDICATIONS YOU TAKE:___________________________________
_______________________________________________________________________
_
LIST MEDICAL AND SURGICAL HISTORY: ______________________________
_______________________________________________________________________
_ 
***LIST ANY MEDICATIONS YOU ARE ALLERGIC TO***: ________________ 
_______________________________________________________________________
_
REASON FOR VISIT: ___________________________________________________
_______________________________________________________________________
_
FEMALE PATIENTS:      ARE YOU PREGNANT?                                                (YES)       (NO)

           ARE YOU PLANNING A PREGNANCY SOON?        (YES)       (NO)
 

         ARE YOU TAKING BIRTH CONTROL PILLS? (YES)       (NO)

***PAYMENT IS REQUIRED AT THE TIME OF YOUR VISIT***

HOW WILL YOU BE PAYING FOR YOUR VISIT? (VISA)(MC)(AMX)(DV)(CASH) 

***CREDIT CARD INFORMATION***

NUMBER:_________________________________ EXP:________________ SEC.CODE_____________

SIGNATURE:__________________________________________________________________________

DRIVERS LICENSE#___________________________________________ STATE:_________________

THIS OFFICE DOES NOT ACCEPT INSURANCE.      YOU ARE RESPONSIBLE FOR YOUR BILL 
UPON FULL PAYMENT.  WE WILL PROVIDE YOU WITH THE NECESSARY FORMS, 
WHICH CONTAIN ALL THE INFORMATION REQUIRED BY YOUR INSURANCE CARRIER.

PLEASE INFORM US IF YOU HAVE MEDICARE, AS THEY REQUIRE SPECIAL CODING AND 
WE WANT TO INSURE THAT YOU ARE PROPERLY REIMBURSED.WE WILL SUBMIT YOUR 
INSURANCE FORMS DIRECTLY TO MEDICARE AFTER WE HAVE RECEIVED YOUR 
PAYMENT, REIMBURSEMENT WILL BE SENT DIRECTLY TO YOU.  PLEASE DO NOT SUBMIT 
THE BILL DIRECTLY TO MEDICARE, AS THEY WILL NOT ACCEPT IT.

PLEASE SIGN:______________________________________ DATE:______________



PRINT YOUR NAME: ____________________________________________________

WE SHIP PRODUCTS. PLEASE VISIT OUR WEBSITE AT WWW.JALIMAN.COM

THANK YOU!!!

http://WWW.JALIMAN.COM/
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