
 
 

 

 

 
Confidential Patient Information 

Please answer all questions. If a question is not pertinent to your case write N/A. 
Do not leave questions unanswered. All information will not be shared or sold with any other entity unless required by 

Federal or State Law. 
 
____________________       ____    _____________ 
Date      Email Address 
 
______________________________  ______________________________ _____________ 
First Name     Last Name    Middle Initial 
 
______________________________  ______________________________ ____ ______ 
Street Address     City     State Zip  
 
______________________________      ____ ____ ______  
Best Phone Contact (mobile home work) Social Security Number   Age Sex  
 
              
Employer     Occupation or Trade 
 
          ____ ____ ______  
Employer Street Address   Employer City    State Zip 
 
____________________           
Marital Status     Name of Spouse or Significant Other (Sig. O) 
 
__________     _________       
Spouse/ Sig. O Employer   Occupation of Spouse/ Sig. O 
 
          
Spouse/ Sig O. Social Security Number  Number of Children 
 
Name of Person responsible for payment? :            
 
Whom may we thank for referring you? :           
 
I authorize the release of any medical information necessary to process my insurance claims.  I also request payment of government benefits to 
either myself, or the party who accepts assignment. I authorize that my insurance payments be made directly to Dr. Craig Morris. I understand and 
agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I clearly understand 
and agree that all services rendered are charged directly to me and that I am responsible for their payment. In the event that consultation or 
referral is necessary, I authorize the release of all information pertaining to my case. 
 

Signature of Patient:                Date:  ___________ 
 
Signature Witness:                  Date:  ___________ 
 


