Diabetes & Hypertension Center

Dr. Narendra K Gupta

Patient Information Sheet

Patient Name: __________________________________________     D.O.B._________________________
Sex: M / F 


SSN: __________________________     Race: _________________________

Address: _______________________________________________    Home Phone: ___________________

City/State/Zip: __________________________________________    Cell Phone: ____________________

Email: _________________________________________________

Martial Status: S   M   W   DIV   SEP
Employer Information

Occupation: ___________________________________    Employer Name: _________________________

Address: ______________________________________
Business Phone: __________________________

City/State/Zip: _________________________________

Spouse Information

Name: _________________________________________________   D.O.B. _________________________
Cell Phone: _______________________________   Email: _______________________________________
Occupation: ______________________________    Employer Name: ______________________________
Address: _________________________________   City/State/Zip: ________________________________

Business Phone & Extension: __________________________________________

Emergency Contact

Name: ___________________________________________   Relationship: _________________________
Address: _________________________________________   Home Phone: _________________________

City/State/Zip: ____________________________________   Cell Phone: ___________________________

Diabetes & Hypertension Center

Dr. Narendra K Gupta

Patient Information Sheet

Insurance Information

Insurance Company: _____________________________________________________________________

Address: _______________________________________________________________________________

City/State/Zip: ________________________________________  Phone Number: __________________

Member ID: __________________________________________  Group Number: __________________

Effective Date: ________________________________________

Policy Holder Information

Policy Holder Name: ___________________________________________  Relationship: _____________

D.O.B. ____________________________________  SSN: ________________________________________
Address: __________________________________  City/State/Zip: ________________________________
Home Phone: ______________________________  Cell Phone: __________________________________
Occupation: _______________________________  Employer Name: ______________________________
Address: __________________________________  City/State/Zip: ________________________________
Business Phone & Ext: ____________________________________

Secondary Insurance Information

Insurance Company: _____________________________________________________________________

Address: ___________________________________________  City/State/Zip: ______________________

Member ID: ________________________________________  Group Number: _____________________

Advance Directive
Do You Have An Advance Directive?  Y / N    Living Will?  Y / N    Power of Attorney?  Y / N

How Were You Referred

Yellow Pages: ___  Internet: ___ Insurance Web Site: ___ Patient: ___ Other: ___

Patients Name Who Referred You To Us: ____________________________________________________
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