
 

THRONEBERRY FAMILY CLINIC 
PATIENT INFORMATION  

 

PATIENT INFORMATION        

Date:_________________  Social Security #:_____ - ____-______  Birthdate:________________ 

 

Name:___________________________________________________________________________________ 
                  (First)                                                      (Middle)                                                 (Last) 

Address:_______________________________________ City:________________  ST:_____  Zip__________ 

Home phone #:__________________________________         Cell #:_________________________________ 

Sex:   M or F    Marital Status :  M  S  D  W     Email Address:_________________________________________ 

Employer:________________________________________  Work phone #:____________________________ 

Employer Address:_________________________________   City:_______________ ST:_____ Zip:_________ 

Emergency Contact:________________________________   Relationship:______________________________                                  

Emergency Contact Ph. #: ___________________________   Pharmacy:________________________________ 

 

SPOUSE’S INFORMATION 

Name:__________________________________________ Cell #:___________________________________ 

Birthdate:__________________  SSN# _____-___-_____  Email Address:_____________________________ 

Employer:_______________________________________  Employer Ph#:_____________________________ 

Employer Address:________________________________   City:_________________ ST:______ Zip:_______ 

 

GUARANTOR INFORMATION  (Person responsible for the bill) 

                       If self and contact information is same as above, check here   [   ] 

Relationship of Guarantor to Patient:   Parent ______ Guardian _______  Other___________________________ 

Name:___________________________________________________________________________________ 
                      (First)                                                         (Middle)                                             (Last) 
Address:_____________________________________ City:__________________ ST:_____ Zip:__________ 

Birthdate:______________   Sex:  M or  F      Home Ph #:_________________   Cell Ph #:_________________ 

Employer Name:_______________________________________ Work Ph #:__________________ Ext:______ 

Employer Address:______________________________   City:_________________ ST:_____ Zip:__________ 

 

INSURANCE INFORMATION 

Primary Insurance:_______________________________________________   Effective Date:_____________   

Policy Holder’s Name: ____________________________________  D.O.B.:__________  SSN#: ____-___-____ 
                                                                                                                            (Policy holder’s)                     (Policy holder’s) 

Policy/ID #:_____________________________________               Group #:___________________________ 

Claims Address:__________________________________________________     Ph #:___________________ 

 

Secondary Insurance:_____________________________________________  Effective Date:_____________ 

Policy Holder’s Name:____________________________________   D.O.B.:___________ SSN#: ____-___-___ 
                                                                                                                            (Policy holder’s)                     (Policy holder’s) 

Policy/ID#:______________________________________              Group #:___________________________ 

Claims Address:__________________________________________________    Ph # :___________________                                                                    

 

Please list any family members name below that are current patients here: 

 

_____________________________      __________________________        __________________________ 

 

_______________________________________________              _________________________ 

Signature (if under 18, a parent must sign)                                                                     


