
Patient Information 
Today’s Date: _________________________ 

Patient Name:  __________________________________________ Date of Birth: __________________ 

SSN: __________‐__________‐__________ Home telephone: _______________ Cell: _______________ 

Street Address _________________________________________________________________________ 

City, State, Zip Code: ____________________________________________________________________ 

Employer:_____________________________________________________________________________ 

Employer Address: _____________________________________________________________________ 

Employer Telephone: _____________________ Your Occupation: _______________________________ 

Emergency Contact Name: _______________________________________________________________ 

Emergency Contact Telephone: _______________________ Relationship: ________________________ 

Your Primary Care Physician: _________________________ Physician telephone: __________________ 

Name of Physician who referred you to this office: ____________________________________________ 

Insurance: 

• Primary Carrier Name: ________________________________________________________ 

• Primary Carrier Address: ______________________________________________________ 

• Primary Carrier Policy Number: _________________________________________________ 

• Primary Carrier Group Number: ________________________________________________ 

• Primary Carrier Subscriber Name: _______________________________________________ 

 

• Secondary Carrier Name: ________________________________________________________ 

• Secondary Carrier Address: ______________________________________________________ 

• Secondary Carrier Policy Number: _________________________________________________ 

• Secondary Carrier Group Number: ________________________________________________ 

• Secondary Carrier Subscriber Name: _______________________________________________ 

____________________________________________________________________________________ 

Signature Patient or legal Power of Attorney        

Philip L. Rice, M.D., FACS, FACC, FCCP, RPVI 
Commonwealth Surgical Services    Telephone  717‐242‐7939           
400 Highland Ave.  Lewistown, PA 17044  Facsimile 717‐242‐7938 


