
To the office of  
Dr. Richard Francis, Dr. Dale Hadley 

& 
Dr. Kyle Marshall 

 

Date  _____________      
 

 

Name  ______________________________________________________________________       Gender:  �  Male      � Female     
          First                                     MiI                              Last                                    Preferred 
 

    Minor   � Single  � Married  � Divorced    � Separated       � Widow          Spouse name ________________ 
 

Birth Date __________________________  Social Security Number _______________________________ 
 

Address _______________________________________  City ____________________  State ________________ Zip _________ 
 

Phone Numbers:  Home ________________ Work __________________  Cell _________________ Other __________________ 
 

E-mail Address ___________________________________________  Drivers License Number ______________________________ 
 

Employer ________________________________  Phone __________________________ 
 

Emergency Contact ___________________________  Phone ___________________  Relation to Patient _____________________ 
 

Whom my we thank for referring you to us?  ______________________________________________________ 
 

(If different from above) 

Name ________________________________________    Relation to Patient:    � Parent         �  Self    Other ____________ 
 

Birth Date ____________________  Social Security Number _____________________   Gender:   Male  �       Female  � 
 

Address __________________________________  City _________________________ State _______________ Zip ____________ 
 

Phone Numbers:  Home _________________  Work _________________  Cell __________________  Other ________________ 
___ 

E-mail address ____________________________________  Drivers License Number ________________________ 
 

The following is for the:    � Patient          � Responsible Party   
 

Employer ____________________________________________ 
 

Address _____________________________________ City ____________________  State ____________ Zip _________ 

Primary 
 

Name of Insured ____________________________________ 
 

Birth Date ___________________ 
 

Relation to Patient:  � Self    �  Spouse    � Parent   
 

Insurance Plan ______________________________________ 
 

Employer __________________________________ 
 

ID # _______________________ 
 

Group # _________________________ 
 

Insurance plan address ________________________________ 
 

City _______________________ State _________ Zip _______ 

Secondary 
 

Name of Insured ____________________________________ 
 

Birth Date ___________________ 
 

Relation to Patient:   � Self      � Spouse     � Parent  
 

Insurance Plan ______________________________________ 
 

Employer _______________________________________ 
 

ID # _______________________ 
 

Group # _________________________ 
 

Insurance plan address _______________________________ 
 

City ______________________ State __________ Zip ______ 


