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PATIENT INFORMATION 
THIS FORM MUST BE COMPLETED AND SIGNED 

 
 

PATIENT NAME  ____________________________________________________________________________________________  
 
DATE OF BIRTH  ________________   AGE  _________________  LAST 4 DIGITS OF SS #  _____________________________ 
 
PHONE _______________________________  CELL ____________________________  Email  ____________________________ 
 
ADDRESS __________________________________________________________________________________________________ 
 
CITY  ______________________ STATE_______ ZIP  ______________ 
 
PERMANENT ADDRESS (if different from above) __________________________________________________________________ 
 
 
DRIVER’S LICENSE #  _________________________________ (Please provide copy of Driver’s License or picture ID to the office) 
 
EMPLOYER  _____________________________ ADDRESS  ______________________________ PHONE ___________________ 
 
OCCUPATION _________________ SPOUSE’S NAME  ________________________________ PHONE _____________________ 
 
 
PERSON TO CONTACT IN EMERGENCY AND /OR CAPABLE OF MAKING MEDICAL DECISIONS IF  YOU   
 
BECOME  IMPAIRED ___________________________RELATIONSHIP:______________PHONE  (work) ___________________ 
 
DO YOU HAVE ADVANCED DIRECTIVES?  YES:______   NO:______ 
 
IF YES, PLEASE EXPLAIN:____________________________________________________________________________________ 
 
FAMILY DOCTOR  ______________________________________________  PHONE  ____________________________________ 
 
 
HOW WERE YOU REFERRED TO THIS OFFICE: ______________________________________________________________ 
 
PROCEDURE (S) INTERESTED IN: ____________________________________________________________________________ 
 
 
IN THE CASE THAT MY HEALTH INSURANCE IS TO BE BILLED,  I AUTHORIZE DR. SPERA TO SUBMIT THE HEALTH INSURANCE CLAIM FORM , 
TO RELEASE ANY MEDICAL INFORMATION NECESSARY TO PAY THE CLAIM, AND TO RECEIVE PAYMENT.  DR. SPERA AGREES TO ACCEPT THE 
CHARGE DETERMINATION OF THE HEALTH INSURANCE CARRIER AS THE FULL CHARGE, AND THE PATIENT IS RESPONSIBLE ONLY FOR 
DEDUCTIBLE, CO-INSURANCE AND NON COVERED SERVICES. 
 I UNDERSTAND THAT IF BY ANY CHANCE I RECEIVE ANY  PAYMENT FROM MY INSURANCE COMPANY FOR SERVICES RENDERED, I AM 
RESPONSIBLE TO FORWARD THAT PAYMENT TO DR. SPERA. 
 
 
 
 
 
 
____________________________________________________     ___________________________________ 
PATIENT’S SIGNATURE (or legal representative)     DATE   
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