
CONFIDENTIAL INFORMATION QUESTIONNAIRE

EMERGENCY CONTACT INFORMATION

REQUEST FOR CONFIDENTIAL COMMUNICATION

M A R I TA L STAT U S

S
UNDER AGE 18

PATIENT’S LEGAL NAME          LAST,                          FIRST                       MI

PREFER TO BE CALLED HOME PHONE # CELL PHONE #

�ͳD�/>

OCCUPATION

OCCUPATION

PATIENT’S / GUARDIAN’S EMPLOYER

WORK PHONE #

WORK PHONE #

WHO CAN WE THANK FOR REFERRING YOU TO OUR OFFICE?OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE

SPOUSE’S EMPLOYER

DATE OF BIRTH

P L E A S E     P R I N T

^^EΈh^Ή�ͬ�^/EΈ��EΉSEX

SPOUSE’S NAME                        LAST,                          FIRST                       MI

PATIENT’S ADDRESS                  STREET                APT#       CITY                              STATE    ZIP/POSTAL CODE                     

WORK ADDRESS                         STREET                APT#       CITY                              STATE    ZIP/POSTAL CODE                     

SPOUSE’S  WORK ADDRESS    STREET                APT#       CITY                              STATE    ZIP/POSTAL CODE                          

M W D

W�Z^KE�t��D�z��KEd��d�/E���^��K&��E��D�Z'�E�z��ΈKd,�Z�d,�E�zKhZ�&�D/>z�,KD�Ή

RELATIONSHIPNAME

HOME PHONE #

�^�Dz���Ed�>���Z��WZKs/��Z͕�zKh�D�z��K�d,��&K>>Kt/E'�t/d,�Dz�W�ZD/^^/KE͗
YES            NO

Contact me at home
Contact me via cell phone

Contact me at work
Contact me via e-mail

Leave messages on my home voicemail / answering machine
Leave messages on my cell phone voicemail

Leave messages on my work voicemail / answering machine

WORK PHONE # CELL PHONE #
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P L E A S E     P R I N T

INSURANCE AND FINANCIAL INFORMATION

ASSIGNMENT & RELEASE

I N S U R A N C E  

COV E R AG E

S ECO N DA RY  

COV E R AG E

YES

SELF

SELF

SPOUSE

SPOUSE

DEPENDENT

DEPENDENT

YES

INSURANCE COMPANY NAME

INSURANCE COMPANY NAME

SUBSCRIBER’S NAME

SUBSCRIBER’S NAME

GROUP / PROGRAM NUMBER

GROUP / PROGRAM NUMBER

^/'E�dhZ��ͳ�PATIENT / GUARDIAN

WITNESS SIGNATURE DATE

DATE

EMPLOYER  Έ/&��/&&�Z�Ed�&ZKD���Ks�Ή

EMPLOYER  Έ/&��/&&�Z�Ed�&ZKD���Ks�Ή

SUBSCRIBER’S BIRTHDAY

SUBSCRIBER’S BIRTHDAY

EMPLOYER’S ADDRESS

EMPLOYER’S ADDRESS

^^EΈh^Ή�ͬ�^/EΈ��EΉ

^^EΈh^Ή�ͬ�^/EΈ��Ή

INSURANCE ADDRESS

PATIENT’S RELATIONSHIP TO SUBSCRIBER

PATIENT’S RELATIONSHIP TO SUBSCRIBER

INSURANCE ADDRESS

INSURANCE PHONE

INSURANCE PHONE

NO

NO

RELEASE INFORMATION

CONFIRMATIONS

zKh�D�z��/^�h^^�Dz�,��>d,��Z��t/d,

DO YOU PREFER A CONFIRMATION CALL

Kd,�Z^��ΈW>��^��WZ/EdΉ
YES            NO

Health Care Providers
Insurance Companies

No, it is unnecessary Yes, it is a helpful reminder 

1.

2.

�

To reorder, please visit:  www.koiscenter.com
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;ϰͿ�ƚŚĞ�ŵĂŬŝŶŐ�ŽĨ�ǀŝĚĞŽƚĂƉĞƐ͕�ƉŚŽƚŽŐƌĂƉŚƐ͕�ĂŶĚ�ǆͲƌĂǇƐ�ŽĨ�ŵǇ�ĚĞŶƚĂů�ĐĂƌĞ�ƚƌĞĂƚŵĞŶƚ�;ĐŽůůĞĐƟǀĞůǇ�͞DǇ�/ŵĂŐĞƐ͟Ϳ͕�ĂŶĚ�;ϱͿ�ŵǇ�ĚĞŶƟƐƚ Ɛ͛�ƵƐĞ�ŽĨ�DǇ�
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^/'E�dhZ��ͳ�GUARANTOR OF PATIENT DATE
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