
SHST ER/#2/ 10-2014 

 
 
 
Patient Name:  _______________________________________________________________________________________ 
                         Last                                                First                                                                         Middle Initial 
 
Address:  ________________________________________________________________________(____)______________ 
                         Street                                              City     State     Zip                                                  Home Phone 
 
Date of Birth:  _____/_____/_____  Age:  _____  Sex:  _____ 
 
Social Security #:  __________/_____/__________      Email Address: ___________________________________________ 
 
Employer Name:  _______________________________________Employer Phone:  (_____)__________________________ 
 
Emergency Contact Name:  ______________________________  Emergency Contact Phone:  (_____)_____________________ 

 
RESPONSIBLE BILLING PARTY 
 
____________________________________________________________________________________________________ 
Last Name                                                               First                                                                        Middle Initial 
 
________________________________________________________________________________(____)_______________ 
Address                                                                    City     State     Zip                                                 Phone # 
 
____________________________________________________________________________________________________ 
Relationship to Patient                                                                       Social Security # 
 
 
INSURANCE INFORMATION 
PRIMARY INSURANCE 
 
Name:  ______________________________________________________  Phone #:  __(____)_______________________ 
 
Policy #:  ____________________________________________________  Group #:   ______________________________ 
   
Policy Holder Name and Relationship:  ____________________________________________________________________ 
 
Policy Holder SSN:  ___________________________________________  Policy Holder DOB:       ______/______/______ 
 
Precert Required:  _____________________________________________  Authorization #:  _________________________ 
 
SECONDARY INSURANCE 
 
Name:  ______________________________________________________  Phone #:  __(____)_______________________ 
 
Policy #:  ____________________________________________________  Group #:   ______________________________ 
   
Policy Holder Name and Relationship:  ____________________________________________________________________ 
 
Policy Holder SSN:  ___________________________________________  Policy Holder DOB:       ______/______/______ 
 
Precert Required:  _____________________________________________  Authorization #:  _________________________ 
 
 


