
PATIENT INFORMATION 

Patient Name:________________________________________________ SSN: ___________________________________ 

Date of Birth: ____________________________Age: __________________ Marital Status: ________________________ 

Address:_____________________________________________ Referred By: ________________________________ 

City: ________________________________________________ State: ____________ Zip: _________________ 

Phone Number: _______________________________________ Alternate Number: ___________________________  

Employer Name: ______________________________________ Employer Phone Number: _____________________ 

Address:_______________________________________ City: ____________________ State: ________ Zip: __________ 

Reason for Visit: ______________________________________  

Emergency Contact Name: ______________________________ 

Student?        Yes          No 

Phone Number: _____________________________ 

Primary Insurance Company: ___________________________________________________________________________ 

Group Number: ___________________________________ Identification Number: ________________________________ 

Insured Name: _______________________________________________________________________________________ 

Address:_______________________________________ City: ____________________ State: ________ Zip: __________ 

SSN: ___________________________________________________ DOB: ____________________________ Sex: _____  

Relationship to Patient: _____________________________ Marital Status: _____________________________________ 

Employer Name: _____________________________________________________________________________________ 

Address:_______________________________________ City: ____________________ State: ________ Zip: __________ 

Work Phone Number: _________________________________________________________________________________ 

I authorize release of any information necessary to process my insurance claims, I assign and request payment directly to 
Dr. Vicki Steen. 

Signature: __________________________________________ Date: ______________________________________ 
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