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SUMMIT SPORTS MEDICINE PATIENT INFORMATION AND HISTORY FORM      Chart# ______________ 
 

Last Name_______________________ First Name____________________ MI. ____   SSN___________________ 
 
Sex:  Male or Female            Date of Birth ____/____/_____       Age ________            Marital Status:  S  W  D  M 

Home Address_____________________________________   City/State___________________  Zip Code_________ 

Mailing Address___________________________________  City/State___________________   Zip Code_________ 

Home Phone_____________________________________  Work Phone_____________________________________ 

E-mail Address ___________________________________________   Cell Phone _____________________________ 

Patient’s Employer/ (if student, name of school) _______________________________________________________ 

Employer Address _____________________________________________________   Phone ____________________ 

Nearest Relative (Not living with you) _______________________How related___________   

Phone________________ 

Emergency contact (Friend not living with you) ________________________________   Phone_____________________ 

Family Physician______________________________________________________    Phone_____________________ 

Who May We Thank for Referring You to Us?________________________________  Phone_____________________ 

***WITHOUT THE FOLLOWING INFORMATION, WE CAN NOT FILE A CLAIM 

 AND YOU WILL BE RESPONSIBLE FOR THE BILL ON THE DAY OF SERVICE*** 
 

Primary Insurance Information                               Secondary Insurance Information  

Name of Insurance ______________________________               Name of Insurance________________________________ 

Card holder social security# ______________________               Card holder social security# ________________________ 

Card holder Name_______________________________              Card holder Name ________________________________ 

Date of birth of Card holder_______/_______/_______               Date of birth of card holder ________/________/_______ 

Policy Number _________________________________               Policy Number ___________________________________ 

Group Number  ________________________________               Group Number ___________________________________ 

Employer _____________________________________                Employer _______________________________________ 

Spouse or Legal Guardian Information: 

Name of guardian _____________________________________ Date of Birth ______/_______/_______  

SSN __________________________   Home phone: ______________________ 

Home Address: ___________________________________________________________________________________ 

Employer Name: __________________________________  Employer phone# _________________________   

Employer Address: ________________________________________________________________________________ 

                                                                                    Date: _____________     Dr: ____________ 
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