
Oakwood Family Care 
New Patient Information 

PATIENT INFORAMTION                                                                             DATE: 
Name:                                                                                                            Marital Status:  
Date of birth: SSN: Phone: 
Current address: 
 
City: State: ZIP Code: 
Email:   
Race: Language: Ethnicity: 

 
EMPLOYMENT INFORMATION 

 
 

Current employer: 
Employer address:  
Phone:  Fax: 
City: State: ZIP Code: 
   

 
EMERGENCY CONTACT 

 
 

Name: 
Address: Phone: 
City: State: ZIP Code: 
Relationship: 

 
WITH WHOM 

MAY WE DISCUSS YOUR MEDICAL INFORMATION WITH 
 

Name: 
Relationship:   

 
BILLING INFORMATION 

 
Person Responsible for the Account:                                                                            Relationship: 
Address: DOB: 
City: State:  
How May We Contact You? (Please Circle One) 
Email Text Message/Cell Phone Phone 

 
PRIMARY  

 
Insurance:   
Member ID:   
Group:   

 
SECONDARY INSURANCE 

 
Insurance:  
Member ID: Group: 

 
SIGNATURES 

 
The above information is true to the best of my knowledge. I authorize my insurance benefits be paid 
directly to the physician. I understand that I am financially responsible for my balance. I also authorize 
Oakwood Family Physicians to release any information required to process my claim: 
Patient or Guardian Signature: 
 Date: 


