
Shoreline Vein Clinic & Medical Spa 
4  H u n t l e y  R o a d ,  S u i t e  1  ▪  O l d  L y m e ,  C T  ▪  0 6 3 7 1  

 

PLEASE PRINT         Date:  ______________    ______     

 

Name  _____________________________________________ Home Phone  ____________________    _ 

Mailing Address  ____________________________________________                                                      ___ 

City  _________________________ ST  ________  ZIP  ____________  Cell Phone  ________     _________ 

DOB  _____________  Sex  ________  SS#  ____________________________  Marital Status  S  M  D  W 

Employer  __________________________________________ Work Phone  ______________    ________ 

 

Spouse  ____________________________  DOB  ______________  SS#  ____________________   _______ 

Spouse Employer  ____________________________________ Work Phone  _________________    _____ 

 

Contact person in case of emergency  _________________________  Relationship __________ __________ 

Contact Primary Phone :  ______________  ______  Contact Alternate Phone :  ________________     ____ 

Primary Care Physician:  _____________________________________  Phone:  ____________          _____ 
                                                                 (Name & City) 

 
If Patient is a minor (under 18) 

 

Mother  _______________  DOB  _____________  SS#  __________________  Work Phone  ___________ 

Father  ________________  DOB  _____________  SS#  __________________  Work Phone  ___________ 

 
Insurance Information 

 
Primary Ins Co  _____________________________________________  ID#  ____________________  ____ 

    Plan  _____________________________________  Group# __________       __    Copay $  _____   _____ 

    Subscriber Name  ______________________  Relationship to Pt _______________  DOB  ____________ 

 

Secondary Ins Co  ___________________________________________  ID#  ________________  ________ 

    Plan  _____________________________________  Group# __________       ____  Copay $ ___________ 

    Subscriber Name  ______________________  Relationship to Pt  ______________  DOB  ____________ 

 
Work Injury / Auto Accident 

 

Is this a WORK-RELATED injury?    YES  NO  Is this an AUTO-RELATED injury?    YES  NO 
 

Place of employment at time of injury  ______________________________________________ 

Date of Injury  ____________________________  CLAIM#  ________________________________ 
Name / Address of Ins Co  __________________________________________________________________ 

Claim Adjuster  __________________________________________  Phone  __________________________ 
Attorney?  Name  _________________________________________  Phone  _________________________ 


