
Name_______________________________________________________________________________________________________________________________

Date of Birth__________________________________Age___________________ SS#_______________________________________________________________________

Male  ❑	 Female  ❑	 Single  ❑	 Married  ❑	 Divorced  ❑	 Widowed  ❑	 Separated  ❑

Address_____________________________________________________________________________________________________________________________

Home Phone # _ _______________________________ Cell Phone#___________________________________ Work Phone#___________________________________

Email_______________________________________________________________________________________________________________________________

Employer _______________________________________________________________Occupation__________________________________________________________

Business Address_ ___________________________________________________________________________________________________________________

Spouse’s Name ______________________________________________________________________________________________________________________

Person to contact in case of emergency________________________________________________________________________________________________

Emergency Contact Telephone #_______________________________________________________________________________________________________

Whom may we thank for referring you?_ _______________________________________________________________________________________________

If a college student or under 18 please provide:

Parent/ Guardian’s Name_____________________________________________________________________________________________________________

Address_____________________________________________________________________________________________________________________________

Home Phone# __________________________________________________________ Work Phone #_________________________________________________________

Insurance Information:

Name of insured_________________________________________________________________Date of birth _ _______________________________________

SS#_______________________________________________________________ Relationship to patient_ ___________________________________________

Insurance Company_ ________________________________________________________________________________________________________________

Address to send claim ________________________________________________________________________________________________________________

ID/Policy#________________________________________________________  Group# __________________________________________________________

Name of Employer_ __________________________________________________________________________________________________________________

Address of Employer_ ________________________________________________________________________________________________________________

Secondary Insurance:

Name of insured___________________________________________________________________ Birth date________________________________________

Insurance Company_ ________________________________________________________________________________________________________________

Address to send claim ________________________________________________________________________________________________________________

ID/Policy#________________________________________________________ Group#__________________________________________________________

I authorize release of any information concerning my (or my child’s) health care, advice and treatment provided for the purpose 
of evaluating and administering claims for insurance benefits. I also hereby authorize payment of insurance benefits otherwise 
payable to me directly to Samuels Care Center.

_____________________________________________________________________________________	 _____________________________________________________
Signature of patient or parent/guardian if minor	 Date

C A R E  C E N T E R
Samuels

C A R E  C E N T E R
Samuels

Patient Information
 Please print. All information is confidential.

Date_______________________________________________

Samuels Care Center  1130 S. Wabash Avenue Suite 305 Chicago, IL 60605  (312) 212-1159


