
LAST______________________FIRST________________________________MI_____ 
DOB_________________AGE________SOCIAL SECURITY #______________________________ 
MAILING ADDRESS_______________________________________________________________ 
CITY________________________________STATE_______________ZIP CODE_______________           
HOME PHONE______________WORK PHONE_______________CELL PHONE_______________ 
EMPLOYER NAME_______________________________________MARTIAL STATUS:  S  M  D  W 
 

SPOUSE INFORMATION (IF PATIENT IS A MINOR, RESPONSIBLE PARTY INFORMATION) 
NAME____________________________________SOCIAL SECURITY #_____________________ 
EMPLOYER NAME____________________________________PHONE_____________________ 

 

INSURANCE INFORMATION 

PRIMARY INSURANCE                                                          SECONDARY INSURANCE 

INSURANCE CO. NAME________________________INSURANCE CO. NAME_________________ 

POLICYHOLDER NAME________________________POLICYHOLDER NAME__________________ 

POLICYHOLDER DOB__________________________POLICYHOLDER DOB___________________ 

RELATIONSHIP TO PATIENT____________________RELATIONSHIP TO PATIENT______________ 

I.D. OR POLICY #_____________________________I.D. OR POLICY #______________________ 

GROUP #___________________________________GROUP #____________________________ 

ADDRESS OF INSURANCE CO.___________________ADDRESS OF INSURANCE CO.___________ 

__________________________________________   __________________________________ 

 

EMERGENCY CONTACT (SOMEONE NOT LIVING WITH YOU) 

NAME_____________________________________RELATIONSHIP________________________ 

HOME PHONE______________________________CELL PHONE__________________________ 

ADDRESS______________________________________________________________________ 

 

AUTHORIZATION FOR PAYMENT AND TO RELEASE INFORMATION 

I HEREBY AUTHORIZE PAYMENTS DIRECTLY TO THE PHYSICIAN OF THE SURGICAL AND/OR 

MEDICAL BENEFITS. I ALSO UNDERSTAND I AM RESPONSIBLE FOR ANY PORTION OR MY BILL 

NOT COVERED BY MY INSURANCE COMPANY AND I HEREBY AUTHORIZE RELEASE OF 

INFORMATION FOR INSURANCE CLAIM PURCHASES. 

 

I UNDERSTAND ALL OF THE ABOVE AND HEREBY STATE THE INFORMATION IS CORRECT TO THE 

BEST OF MY KNOWLEDGE. 

 

 

SIGNED______________________________________________________DATE_____________ 



Steven E. Cox, D.O. 

Lab And Xray Results Contact Information 

Patient Name:___________________________________________ 

DOB:______________________ 

What number do you want us to call with your lab results? What is the best time to call during 

our office hours? (M-TH: 8-12, 1-5)(F: 8-12) 

Home:____________________Time:_________Work:______________________Time:_______ 

Cell:______________________Time:_________Other:______________________Time:_______ 

 

Is it OK to leave a message? (Circle all that apply) 

 Yes to all  no to all 

Home:  yes no Work: yes no Cell: yes no Other: yes no 

With,  Spouse:   yes   no    Child:   yes no         other:______________________ 

 

Lab test dates for which the above info applies: 

(Date and Initial)

 

_______________

_______________

_______________

_______________

_______________

_______________ 

 

_______________

_______________

_______________

_______________

_______________

_______________ 

 

_______________

_______________

_______________

_______________

_______________

_______________ 

 

_______________

_______________

_______________

_______________

_______________

_______________ 








