
NEW PATIENT INFORMATION SHEET

Name: ____________________________________________ Birth Date: ________________Sex: ____M____F
Address: __________________________________________________________________ZIP: _____________
City/State: _______________________________________________________SS# __ __ __- __ __- __ __ __ __
Home Phone#: (____) ____________Work Phone#: (____)_______________Cell Phone#: (____)___________
Appointment Reminder Call Contact # (please circle one): Home Work Cell Other: (____) ____________

IF PATIENT IS A MINOR:
Mother’s Name: _______________________________________________ Birth Date: ___________________
SS#: __ __ __- __ __- __ __ __ __ Address: ______________________________________________________
Phone #: (____)_______________________Employer: _____________________________________________
Employer’s Address: _________________________________________________________________________ 
Father’s Name: _______________________________________________ Birth Date: ____________________
SS#: __ __ __- __ __- __ __ __ __ Address: _______________________________________________________
Phone #: (____)_______________________Employer: _____________________________________________
Employer’s Address: _________________________________________________________________________

SUBSCRIBER INFORMATION:
Subscriber’s Name: ______________________________________Birth Date: ______________Sex: ___M___F
Relationship to Patient: _____________________________
Address: __________________________________________________________________________________
Employer: ____________________________________________________ Work Phone #: (____)___________
Employer’s Address: _________________________________________________________________________

INSURANCE INFORMATION:
Insurance Company: ________________________________________________________________________
Insurance ID #: ___________________________________________Account/Group #: ___________________
Clinician patient is seeing today: __________________________________ Effective Date: ________________

THIRD PARTY CONSENT
I authorize Broudy and Associates to communicate with my insurance company to coordinate treatment, to
facilitate quality of treatment, and obtain reimbursement. By not signing consent, I am agreeing to full
payment at the time of service. Initial: _________

* I understand and agree that, regardless of insurance status, I am responsible for the balance on this
account for any professional services rendered. I certify the information provided is true and correct. I will
notify Broudy and Associates of any changes in the above information, including insurance coverage, in a
timely manner. Initial: _________

PRIVACY PRACTICE
I acknowledge that I have been provided access to Broudy & Associates Notice of Privacy Practices (NPP). I
acknowledge that I can obtain a copy of the full NPP from the front office and/or Broudy & Associates website
(broudyassoc.com). If I have any questions regarding the NPP, I will ask to speak with the privacy officer.
Initial: ________

Print Name (parent if patient is a minor): _______________________________________________________

Signature (parent if patient is a minor): _______________________________________Date: _____________




