
2745 Rebecca Lane 
Orange City, FL 32763 

917 Rinehart Road, Ste 2031 
Lake Mary, FL 32746

Phone: 386-775-2012

Fax 368-775-2013

Patient Information and Insurance Update 

Todays Date:_______________________________    Social Security Number: _______________________________

Last Name:____________________________________________First Name: _________________________________

Street Address: _____________________________________________ City/State: ____________________________

Zip Code:__________________________ Date of Birth: __________________________________________________ 

Gender Identity: _____________________________    Birth Assigned Sex: _________________________________

Marital Status: ____________________________________________

Phone number (day):_________________________________ Phone number (night):__________________________

Preference for appointment reminder: Text/Call (home or cell) ___________________________________________

Email address: ____________________________________________  Occupation: ___________________________

Preferred Language: ______________________ Race: _______________  Ethnicity: __________________________ 
Emergency Contact (name): ______________________________Emergency Contact (number):________________

If patient is a minor, please list guardian information:  Name:____________________________________________ 
Relationship to patient: ____________________________  Phone #________________________________________

Primary Care Provider: _________________________________ Referring Physician: _________________________

How did you hear about us? ________________________________________________________________________


Insurance Information 

Primary Insurance: ________________________________________________________________________________ 
Policy#: _______________________________________ Group #___________________________________________

Secondary Insurance: ______________________________________________________________________________ 
Policy#: _______________________________________ Group #___________________________________________


Is the Patient the policy holder?:  YES/NO.  If no, what is the policy holder name? _________________________

Policy Holder Date of Birth: _____________________   Relationship to patient: _____________________________



