
Christine A. Baser, R.N., Ph.D. 
 
Patient Information 
 
Personal Information: 

Name ______________________________  Drivers License #  _________________   

Home Address  _______________________________________________________  

City/State/Zip _________________________________________________________  

Home Phone  ________________________  Date of Birth  _____________________  

Social Security Number  ________________  Marital Status  ____________________  

Occupation  _________________________  Employer  _______________________  

Work Address  ________________________________________________________  

City/State/Zip  _________________________________________________________  

Work Phone  _________________________________________________________  

Name of Spouse/Partner  ________________________________________________  
 

Insurance Information: 
Insurance Carrier  _____________________________________________________  

Claims Address of Carrier  _______________________________________________  

City/State/Zip  _________________________________________________________  

Phone/Fax  ___________________________________________________________  

Name of Insured _______________________________________________________  

Insured’s ID Number  __________________  Group/Policy Number ______________  
 

If Patient is a Minor: 
   Parent or Guardian  ___________________  

Address  _____________________________________________________________  

City/State/Zip _________________________________________________________  

Person Responsible for Account  __________________________________________  
The undersigned accepts responsibility for the cost of all services rendered to the patient and 
attests that the information given is true and correct.  The undersigned further understands that 
APPOINTMENTS MUST BE CANCELLED ONE FULL BUSINESS DAY PRIOR TO THE 
SCHEDULED TIME OR THE FULL FEES WILL BE CHARGED. 
 
Signature  ________________________________   Date  _________________  


