
 
 
Welcome to Our Practice                           Date ______________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

Assignment And Release 
I, the undersigned certify that I (or my dependent) have insurance coverage with 
______________________ and assign directly to Dr. Willen all insurance benefits.  If any, otherwise 
payable to me for services rendered.  I understand that I am financially responsible for all charges 
whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary 
to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions. 
 
Responsible Party signature 
 
__________________________________________________________ Date ________________ 
Relationship 
       

 

Patient:  First Name __________________________  MI ________  Last ________________________________ 
 

Sex    M       F     Date of Birth ____________  Age _______  SS# _____________________ Nickname _______ 
 

Street _____________________________________  City ____________________  State _____ Zip __________ 
 

Home Tel ___________________  Work Tel ____________________ Ext ________  Email __________________ 
 

Occupation ___________________________________  Employer ______________________________________ 
 

Marital Status      Single       Married      Divorced       Widowed 
 

Spouses Name ________________________________   DOB _____________ Employer ____________________ 
 

Referred By ____________________________ Have you ever been a patient of this practice before?    Yes      No 
 

Family Doctor/ Address ________________________________________________________________________ 

In case of emergency, contact:  Name _________________________________________________________  
 

Tel # _____________________________  Relationship to Patient ______________________________________ 



Prescription and Nutrit ional 
Supplements Form 

 
Please list all prescriptions and supplements that you 

are taking on this form.  No need to list elsewhere. 
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