
                      

SOUTH LAKE   SURGERY CENTER           PATIENT INFORMATION 

 

PATIENT NAME: ___________________________________________________________DATE OF BIRTH:  ______/______/______ 
 

SOCIAL SECURITY # ______________________________________________ DRIVERS LICENSE __________________________ 
 

MAILING ADDRESS: ___________________________________________________________________________________________ 
 

CITY/STATE/ZIP: ______________________________________________________________________________________________ 
 

HOME #: (         ) _______________________ WORK #: (         ) _______________________ CELL #: (         ) ____________________ 
 

MARITAL STATUS:    SINGLE     MARRIED     SEPARATED     DIVORCED     WIDOWED 

 

EMPLOYER: _____________________________________________________OCCUPATION: ________________________________ 
 

EMPLOYER ADDRESS: _________________________________________________________________________________________ 
 

CITY/STATE/ZIP: ______________________________________________________________________________________________ 

 

NEAREST RELATIVE OR EMERGENCY CONTACT PERSON  

 

NAME: _____________________________________________________________ PHONE: (        ) ____________________________ 
 

ADDRESS: __________________________________________________________ RELATIONSHIP TO PT:_____________________ 
 

 

PRIMARY INSURANCE 

 

INSURANCE COMPANY:_______________________________________________________________________________________ 
 

POLICY#: _____________________________________________________   GROUP#: ______________________________________ 
 

SUBSCRIBER’S NAME: ___________________________________________   DATE OF BIRTH: _________/_________/_________ 
 

SOCIAL SECURITY #: __________________________________ RELATIONSHIP TO PATIENT: ____________________________ 

 

SUBSCRIBER’S EMPLOYER: _______________________________________________OCCUPATION:________________________  

 

IF ACCIDENT OR INJURY RELATED – DATE OF INJURY OR ONSET: ____________________________________________ 
 

IF WORK RELATED - EMPLOYER NAME:  _________________________________________PHONE #: _____________________ 

 

SECONDARY INSURANCE 

 

INSURANCE COMPANY: _______________________________________________________________________________________ 
 

POLICY#: _____________________________________________________   GROUP#:______________________________________ 
 

SUBSCRIBER’S NAME: _____________________________________________DATE OF BIRTH: _________/_________/_________ 
 

SOCIAL SECURITY #: ___________________________________RELATIONSHIP TO PATIENT: ____________________________ 

 

SUBSCRIBER’S EMPLOYER:__________________________________________OCCUPATION:_____________________________  
 
 

I HEREBY DECLARE THE INFORMATION PROVIDED BY ME IS TRUE, CORRECT AND COMPLETE TO THE BEST OF MY KNOWLEDGE. 

 

SIGNATURE _____________________________________________   
                     Place Patient Label Here 

 DATE/TIME _____________________________________________    

 

**PLEASE BRING WITH YOU, ALL PAPERWORK GIVEN TO YOU BY YOUR PHYSICIAN’S 

OFFICE AND A COPY OF YOUR LIVING WILL AND/OR POWER OF ATTORNEY, IF APPLICABLE.

   


