
NAME: (First, Middle, Last):  __________________________________________________________ 
 
HOME ADDRESS: (Street, City, State, Zip Code):__________________________________________ 
 
_________________________________________________________________________________ 
 
MAILING ADDRESS: (if different from home): _____________________________________________ 
 
_________________________________________________________________________________ 
 
SOCIAL SECURITY NUMBER:  _____ - ____ - _______ 
 
GENDER:   ڤ Female   ڤ Male 
 
DATE OF BIRTH:  ________________________   
 
EMPLOYER:_________________________________________________________ 
 
HOME PHONE:  ________________________  WORK PHONE:  ___________________ 
 
CELL PHONE:  _________________________ 
 
FAX:  _________________________   EMAIL:  ___________________________ 
 
 
 
INSURANCE INFORMATION 
 
PRIMARY INSURANCE COMPANY NAME:  ____________________________________________ 
 
BILLING ADDRESS:  _______________________________________________________________ 
 
GROUP #:  _________________________        ID#:  ______________________________________ 
 
INSURED’S NAME:  ________________________________________________________________ 
 Relationship to Patient:   ڤ Self      ڤ Spouse      ڤ Parent       ڤ Other 
 
SECONDARY INSURANCE COMPANY NAME:__________________________________________ 
 
BILLING ADDRESS:  _______________________________________________________________ 
 
GROUP #:  _________________________        ID#:  ______________________________________ 
 
INSURED’S NAME:  ________________________________________________________________ 
 Relationship to Patient:   ڤ Self      ڤ Spouse      ڤ Parent       ڤ Other 
 
 

Marvin L. Logel, Ph.D., Ltd. 
 
 
 

PATIENT INFORMATION FORM: 


