
 
PATIENT INFORMATION:      Date:________________   

Patient’s Home Phone Number: ________________    
Sonja Brownlee, M.D.     Cell Phone Number(s): __________________ 
 
Patient:__________________________________________________________________     

Last Name     First Name     Middle Initial 
Birth Date:                                       Sex:  M     F Soc Sec#:__________________________ 
 

Home Address:______________________________________________________________ 
Street       City   State Zip 

Mailing Address (if different):___________________________________________________
     Street     City   State Zip 
 
(Please circle title)   Mother’s, Step-Mother’s, Grandma’s, Aunt’s, Foster Mother’s 
Name:                                                                          Birth Date:                    SS#:___________ 

Last Name   First Name  Middle Initial 

Address:(if different)                                                                                                               
                                   Street      City  State  Zip 
Employer:                                                                              Work Phone:____________________  
 
(Please circle title)   Father’s, Step-Father’s, Grandpa’s, Uncle’s, Foster Father’s 
Name:__________________________________ Birth Date:_________ SS#:____________  

Last Name   First Name  Middle Initial 

Address:___________________________________________________________________
   Street       City   State  Zip 
Employer:___________________________________ Work Phone:_____________________ 
 
Emergency Contact:__________________________________________________________ 

 Name     Relationship    Phone 
 
INSURANCE INFORMATION:(Please complete below and present insurance cards to receptionist) 
 
Primary Insurance Name:_______________________________________________________ 
Address:___________________________________________________________________  

Street       City    State  Zip 
Group Number:                           ID#:                                       Insurance Phone:______________  
Person Insured:                                                           Birth Date:                  SS#:_____________ 
                          Name   Relationship to Patient 

Address:(if different from patient’s)_____________________________________________  
      Street     City   State Zip 

Insured’s Employer:                                                                        Employer’s Phone: ___________ 
 
Secondary Insurance Name:_____________________________________________________  
Address:___________________________________________________________________ 
                Street       City    State  Zip 
Group Number:                           ID#:                                       Insurance Phone:                               
Person Insured:                                                           Birth Date:                     SS#:___________ 
                                                      Name   Relationship to Patient 

Address:(if different from patient’s)______________________________________________
                        Street     City   State Zip 

Insured’s Employer:                                                                        Employer’s Phone:___________  
 
Payment: All charges are due at the time of services, all professional services rendered are 
charged to the patient.  The patient is responsible for all fees, regardless of insurance coverage. 
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