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Where Healing Occurs, Naturally.


Patient Information

Date:____________________________________

Last Name:_______________________________First Name:______________________Middle Name:____________________

Date of Birth:_____________________________Sex:____________________________SS#:____________________________

Address:_________________________________City:____________________________State:________Zip Code:___________

Home Phone:_(_____)______________________Work Phone:_(_____)______________Cell Phone:_(_____)_______________

May we leave confidential voice-mail messages for you at any of the above numbers? □ No  □ Yes

 (Specify): □ Home □ Work □ Cell

Email:___________________________________Emergency Contact/Relation:________________Contact’s Phone:____________

Referral Source:  □ Referred by:____________________ □ Insurance Provider List    □ Telephone Book   □ Newspaper ad



□ Internet (AANP website)    □ Physician’s Website        □ Other _____________________________

Employer:________________________________

Mother’s Name (Minor’s only):________________________Father’s Name (Minor’s only):______________________________

Benefits and Billing Information

I.  Primary Insurance Company & Plan Name:__________________________________________________________________


ID Number:__________________________________________Group/Policy #_________________________________


Name of Policy Holder:_________________________________Policy Holder’s Date of Birth:_____________________


Relationship to Policy Holder:__________________Is Your Primary Insurance Policy: □ POS  □ PPO  □ EPO  □ HMO

II.  Does your insurance have alternative medicine benefits?  □ Yes   □ No


Who is your Primary Care Provider?  ________________________ Clinic Phone: _(_____)___________________


Clinic Address: ______________________________________City:_______________State:_______Zip Code:________


Does your plan require you to have a referral from your Primary Care Provider to receive coverage?  □ Yes   □ No


If yes, which licensed provider were you referred by to at our clinic? ____________________________

