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Use this form as a resource for your front desk to gather patient information in the event of electronic health record (EHR) downtime.
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Physician Name: ____________________  Referring Provider: _____________________

Patient Information
First Name: ________________   Middle Initial: _____   Last Name: _________________
DOB: _____________________   Sex: ____________   Preferred Name:_____________
Address: ________________________________________________________________
City:  ___________________________  State: ________  ZIP Code: ________________
Home Phone: ________________________  Mobile Phone: _______________________
Email Address:  __________________________________________________________
How would you like to be contacted?     Phone      Email
Marital Status:    Single    Married    Divorced    Separated    Widowed
Employment Status:     Full Time    Part Time   Retired

Gaurantor Information
First Name: ________________   Middle Initial: _____   Last Name: _________________
DOB: _____________________   Sex: ____________ 
Address: ________________________________________________________________
City:  ___________________________  State: ________  ZIP Code: ________________
Home Phone: ________________________  Mobile Phone: _______________________

Insurance Information
Copy the insurance card and ID and attach to this form.
Insurance Name/Plan Type: ________________________________________________
Subscriber Name: ________________________________________________________
Subscriber ID: __________________________      Group #: _______________________

Source: AMA. Practice transformation series: EHR implementation. 2017.
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