
 
C.H. MARTIN COMPANY PATIENT INFORMATION 

 
Patient’s Name ____________________________________  ___________  ________________________________________ Gender: M or F     
                                    First                                                               MI                                      Last                                                                                                
Permanent                                                                                                                                                                                        
Home Address __________________________________________________ ____________________________ _______ ________________                      
                                   Street                                                                                                    City                                  State        Zip Code 
Bill to Address  __________________________________________________ ____________________________ _______ _______________ 
(if  different from            Street or PO Box                                                                               City                                  State         Zip Code 
 above) 
Home Phone# ___________________________ Work# ___________________ Cell# _________________ Email_______________________  
 
Patient’s Date of Birth ________________ Patient’s Social Security # _________-______-___________     Marital Status: Single, Married 
 Divorced,Widowed 
Patient’s Employer _________________________________________________ Spouses Name ______________________________ 
(If RETIRED, please indicate & list Employer Retired from) 
 

REQUEST FOR CONFIDENTIAL COMMUNICATIONS 
 
What is the best way to reach you during business hours? Home# _____ Work# ______ Cell# ______ 
Can we leave you a message at: Home? ______ Work? ________ Cell? ________ 
Where would you like to have any information from our company mailed? Home? _______ Work? ______ Other? _________ 
(If other than Home address above or PO Box above, please provide address) _________________________________________ 
 
                                                                                                                            __________________________________________ 
 
PARENT(S)/GUARDIAN INFO IF MINOR AND/OR PERSON RESPONSIBLE FOR PAYMENT/EMERGENCY CONTACT 
 
Name ______________________________ _________ _______________________________  Relationship to Patient ________________ 
                 First                                                     MI                     Last 
Permanent  
Street Address ________________________________________________ ___________________________ _________ _______________ 
                                    Street                                                                                           City                                     State            Zip Code 
 
Home Phone# ____________________________ Work Phone# ___________________________ Cell Phone# _______________________ 
 

PRIMARY INSURANCE INFORMATION 
 
Name of Insurance Company _______________________________________ Customer Service Phone# ___________________________ 
                                                                                                                                                                          (on back of insurance card) 
Is this a work injury? Yes or No      Insurance ID# _____________________________________ Insurance Group# ___________________ 
 
Are you the insured? Yes or No      Insured Name ________________________________________ Relationship _____________________ 

Insured Date of Birth _____________ Insured Employer ______________________________________ Insured SS# __________________ 
 

SECONDARY INSURANCE INFORMATION (complete this section if you have other insurance coverage) 
 
Name of Insurance Company ________________________________________ Customer Service Phone# ___________________________ 
                                                                                                                                                                             (on back of insurance card) 
Are you the insured? Yes or No     Insured Name ______________________________________ Relationship ________________________ 

Insurance ID# _____________________________________ Insurance Group#_________________________ 

Insured Date of Birth _____________ Insured Employer ______________________________________ Insured SS# __________________ 
 

PHYSICIAN INFORMATION 
Name of Referring Physician (Who referred you to us?) __________________________________________ Telephone# _______________ 
 
Name of Diabetes Physician (Who treats your diabetes?)__________________________________________ Telephone# _______________ 
 
Is the patient in a SNF (Skilled Nursing Facility, Rehabilitation facility, or any other Home Health Care facility)? Y        N   
Name of Facility___________________________Address________________________________Phone #_____  ________ 
 
CONTINUE ON BACK FOR SIGNATURE               


