
Patient Information Sheet

Todayʼs Date: __________________
First Name:  ___________________" MI: _______________" Last Name:  _________________________
Parentʼs Name, if the patient is under 18: ____________________________________________________________

Street Address (include Apartment if any):  
___________________________________________________________
City, State, ZIP:  ___________________________________________________________________________

Home:  ______________________"Work:  ______________________ "Cell:  ________________________

DOB (MM/DD/YYYY): _________________ SSN:  Gender:  M      F 

Marital Status: Single " Married" " Other 

Student: Yes " No 

Employed: Yes " No "" Full Time " Part Time 
Employer: ___________________________ Employer Street Address: ____________________________________
City, State, ZIP: ________________________________________________________________________________

Emergency Contact (Not living with you):
1. Name / Relation: __________________________________________ " Phone: ______________________
2. Name / Relation: __________________________________________      Phone: ______________________

Who referred you to us? _________________________________

Primary Insurance:
Name: _______________________________________________
ID: __________________________ Group Number: ___________________" Phone: ______________________
Claims Address:  _______________________________________________________________________________
City, State, ZIP:    _______________________________________________
Insuredʼs Full Name: _______________________________________" DOB (MM/DD/YYYY) __________________
Secondary Insurance:
Name: _______________________________________________
ID: __________________________ Group Number: ___________________" Phone: ______________________
Claims Address:  _______________________________________________________________________________
City, State, ZIP:    _______________________________________________
Insuredʼs Full Name: _______________________________________" DOB (MM/DD/YYYY) __________________

By signing below, I as the parent or guardian of _______________________, a minor give the office of 
Dr. C. Raghavan permission to treat him / her without my presence.
Parentʼs Signature: _________________________________  "" " " Date: ________________

Is the patient responsible for his or her own bills? Yes " No 
If no, please list the details of person responsible for the patientʼs bills below:
" Name: ________________________________________________________
" Street Address (include Apartment if any):  ____________________________________________________
" City, State, ZIP:   ________________________________________________________________________

 " Home:  ______________________"Work:  ______________________ "Cell:  ________________________

Dr. C. Raghavan, M.D
West Cobb Internal Medicine, P.C.

5077 Dallas Hwy, Suite 315, Powder Springs, GA 30127
Phone: (770) 218 1880                   Fax: (770) 218 1088
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