
Responsible Party Information 

Any parties listed below will have complete access to all records pertaining to this 
patient. 

 

PATIENTS NAME : ___________________________________________  

 

PATIENT’S FATHER or SPOUSE: 
Name:___________________________________Nicknames:_________________ 
Date of Birth:_____________________________Cell Phone:_________________ 
Address:____________________________________________________________ 
City, State & Zip:_____________________________________________________ 
 
PATIENT’S MOTHER or SPOUSE: 
Name:___________________________________Nicknames:_________________ 
Date of Birth:_____________________________Cell Phone:_________________ 
Address:____________________________________________________________ 
City, State & Zip:_____________________________________________________ 
 
IF YOU WOULD LIKE TO RECEIVE TEXT MESSAGE/EMAIL REMINDERS: 
Cell Phone #:_____________________Cell Phone Carrier:____________________ 
Email Address:_______________________________________________________ 
 
IF YOU WOULD LIKE US TO SUBMIT INSURANCE FOR YOU: 
Name of Insured:________________________________       DOB:  ____________ 
Place of Employment:_________________________________________________ 
Insurance Company:__________________________________________________ 
Claims Address:______________________________________________________ 
ID #:_________________________Group #:_______________________________ 


