                               PATIENT INFORMATION SHEET
(  ) Private


(  ) Medicare


(  ) Personal Injury
           

(  ) Private Insurance

(  ) Work Comp.


(  ) QME

(  ) Dr. Parehjan


(  ) Dr. _________________

(  ) Dr. _________________

TODAY’S DATE: ___________
DATE(S) OF INJURY: ____________  ____________  ___________

PATIENT:  Last Name___________________________    First Name____________________   Middle Name___________                

HOME ADDRESS:  Street_______________________________________________________________________________   Apt. #__________
                       City__________________________________________     State_________                                              Zip______________  

HOME PHONE:  (       )______________ WORK PHONE:  (        )______________  CELL: (       )_____________

DRIVER’S LIC. NO: __________________        SEX:  M (  )   F (  )

BIRTH DATE:  _______________    SOC. SEC. NO.:  _______________________________    

MARITAL STATUS:     Married (   )      Single (   )      Widowed (   )      Divorced (   )

SPOUSE/GUARDIAN NAME:  __________________________   ADDRESS:  _____________________________

IN CASE OF EMERGENCY PLEASE NOTIFY ( Person not living in your household):
Last Name:  ______________________    First Name:  ________________________  Phone: (       )_____________

Address:  ______________________________________________________________________________
EMPLOYER AT TIME OF INJURY:  _______________________________  PHONE: (       )_________________

ADDRESS:_____________________________________________________________________________

CURRENT EMPLOYER:  ________________________________________    PHONE: (        )________________

ADDRESS:  ____________________________________________________________________________
ATTORNEY:  Last Name____________________________    First Name___________________     PHONE: (        )______________

ADDRESS:  ___________________________________________________________________________

DEFENSE ATTORNEY:  Last Name__________________________     First Name_________________    PHONE: (        )___________

ADDRESS:  ___________________________________________________________________________

WCAB NUMBER(S): _________________   __________________  _________________

CLAIM NUMBER(S): _____________________  ________________________   ______________________

PRIVATE HEALTH INSURANCE CO. (Must include name AND address) :  ___________________________________________

ADDRESS:  ____________________________________________________________________________

POLICEY NO.: _______________   GROUP:  ________________            

SUBSCRIBER/RELATIONSHIP: ________________________

2nd PRIVATE HEALTH INSURANCE CO.:  (Must include name AND address):___________________________________________ 

ADDRESS:  _________________________________________________________________________________________________

POLICEY NO.: __________________   GROUP:  ___________________  SUBSCRIBER/RELATIONSHIP: _______________

AUTO INSURANCE COVERAGE:  ______________________________________     PHONE: (        )______________
ADDRESS: ___________________________________________________________________________

POLICY NO.: ____________________   SUBSCRIBER/RELATIONSHIP:  ________________________________ 
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