PT Information Form


TOLLAND IMAGING CENTER
Patient Information:
First Name:______________________       Last Name:______________________________
Mailing Address:  ___________________________________________________

City, State, Zip: ______________________________________________

Phone Number to Contact You: __________________     Secondary Phone #:________________

Date of Birth:______________________   Marital Status: ______________________

Social Security #:_____________________  Male/Female: __________
Employer Name/Address/Phone Number: ____________________________________________________
What is the name of the doctor who you would see for a cold or the flu? _________________________

What is the name of the doctor who ordered your test today? ____________________________________

Did another doctor refer you to the doctor who sent you to us today?   Y    N       Who?________________

Name of Policy Holder (if someone other than yourself) __________________________________

Policy Holder Date of Birth:___________________  Policy Holder Social Security # _________________
Address if different:________________________________________________________

Primary phone #:____________________________  
Patient Relationship to Policy Holder:_____________________________________

Secondary Insurance: ____________________________________________________________

Name of Policy Holder:_________________________  Date of Birth:_____________________

Address if different:_____________________________________________________________

Home phone #:________________________  Social Security #: _________________________

Patient Relationship to Policy Holder:_____________________________________

