
2001 South Woodruff, Suite 15 
Idaho Falls, ID 83404 

(208) 522-7310

New Patient Information Questionnaire 

TODAY’S DATE ________________ MARRIED _________ SINGLE ___________ SEX ________ 

PATIENT’S NAME _____________________ ___________________ __________________________ 
 (FIRST) (MIDDLE) (LAST) 

SOCIAL SECURITY # _______________________________ DATE OF BIRTH _________________ 

HOME PHONE # ________________________ CELL PHONE # _____________________________ 

MAILING ADDRESS __________________________ _________________________ _____________ 
(STREET) (CITY AND STATE) (ZIP CODE) 

EMPLOYER ______________________________________ WORK PHONE # __________________ 

NAME OF SPOUSE OR RESPONSIBLE PARTY __________________________________________ 

RELATIONSHIP IF NOT SPOUSE ______________________________________________________ 

SOCIAL SECURITY #  _______________________________ DATE OF BIRTH _________________ 

SPOUSE EMPLOYER ______________________________ SPOUSE WORK # __________________ 

EMERGENCY CONTACT _____________________________________________________________ 

PHONE # ________________________________ CELL PHONE # ___________________________ 

PAYMENT DUE AT TIME OF SERVICE 
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