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     PATIENT INFORMATION

Patient Name: Last__________________________________ First____________________________ Initial______

Street Address: ____________________________________________________________________________________ 

City: _____________________________ State: ____________ Zip: ________________ q Single   q Married   q Other

Home Phone: ________________________ Work Phone: _____________________  Student: q Full Time   q Part Time

Patient’s Sex: q Male   q Female      Birthdate: _______/________/_________  SS#:  _____________________________

Spouse’s Sex: q Male   q Female      Birthdate: _______/________/_________  SS#:  _____________________________

Emergency Contact:______________________________________________________ Phone: ____________________

Primary Care Physician:______________________________  Referring Physician: _______________________________

Pharmacy Name:_______________________________  Location: __________________ Phone: ___________________

Patient’s Employer:______________________________  Spouse’s Employer:____________________________________

Address:	 ______________________________________   Address: ___________________________________________

Primary Ins.: _______________________________________________________ Effective Date: ___________________

Address:	 ___________________________________________________________ Copay: ________________________

Subscriber:__________________________ DOB: __________________________  SS#:__________________________

ID#: ______________________________ Relation Code: ____________________  Group #: _____________________

Secondary Ins.: _______________________________________________________ Effective Date: _________________

Address:	 _____________________________________________________________ Copay: ______________________

Subscriber:__________________________ DOB: __________________________  SS#:__________________________

ID#: ______________________________ Relation Code: ____________________  Group #: _____________________

>>> Please notify reception if the office visit is the result of a job injury or an automobile accident.

I agree to be treated by Glens Falls Hospital staff. I authorize the release of any medical information necessary to process this 

bill to my insurance company and assign benefits to the Hospital. I acknowledge that I am financially responsible for payment 

whether or not covered by insurance.

Signature: ___________________________________________________ Date: ________________________________	


