
 
 

Patient Information 
 

Last Name    _______________________________________First__________________________ MI_______  
 
Address __________________________________________________________________________________ 
 
City ______________________________________________________  State _________ Zip _____________ 
 
Date of Birth_______________________________   Primary Language_____________________ 
 
Phone (H)________________________ (W)_________________________ (C) _________________________ 
 
Email ______________________________________        SS #______________________________________ 
 
Referred to us by ______________________  Sex M   F     Marital Status   S     M      D     W   SEP  
 
Legal Guardian/Parent_________________________Relationship________________Phone_______________ 
 
Legal Guardian/Parent Address________________________________________________________________ 
 
Emergency Contact ___________________________ Relationship _______________ Phone ______________ 
 
Emergency Contact Address __________________________________________________________________ 
 
Responsible Party _____________________________Relationship________________Phone______________ 
(Person financially responsible for services rendered) 
 

Responsible Party Address ___________________________________________________________________ 
 
Preferred Local Pharmacy_________________________________________________ Phone _____________ 
 
Mail Order Pharmacy_____________________________________________________Fax________________ 
 
Primary Insurance Co ________________________________________ ID Number _____________________ 
 

     Cardholder’s Name_________________________________________Group Number__________________ 
 
     Cardholder’s Employer____________________________________________________________________ 
 
Secondary Insurance Co ______________________________________ ID Number _____________________ 
 

     Cardholder’s Name_________________________________________Group Number__________________ 
 
     Cardholder’s Employer ___________________________________________________________________ 
     
I hereby assign all payments for medical services provided to myself or my dependents to Paramount Medical 
Group. I understand that I am responsible for any amount not covered by insurance. 
 
SIGNATURE _____________________________________ DATE ________________ 
 
Revised 05/09 


