
Today’s Date_________________________ 
 

PATIENT INFORMATION 
 
 
Patient’s Name: __________________________________________________________________________________________ 
                                                   First Name                                Middle Initial                                  Last Name 
 
Date of Birth: ________________  Marital Status: __________ 
 
Male: _______ Female: _______   Age: _____________ 
 
Patient’s Address: ________________________________________________________________________________________ 
    Street                                  City                                     State                          Zip 
 
Home Phone: _____________________________   Cell Phone: ________________________________  
 
Work Phone: _____________________________ 
 
Which number do you prefer calls:__________________  Which number /s OK to leave message:_____________________________ 
  
How late in the evening will you receive calls? __________________ 
 
Referred to PATHWAYS by: ___________________________________________________________ 
 
Name of Doctor / School:________________________________________________________ 
 
Have you ever been a patient at Pathways? ___________________________________ 
 

If Patient is a Minor (Under 18 years of age): 
 

 
Mother’s Name: ___________________________ Date of Birth: _________________ Age: _________ 
 
Address (If Different From Above): _________________________________________________________________________    
                                        Street                                                     City                             State                          Zip 
Best contact phone #: _____________________________      Please circle:       Home        Cell           Work 
 
 
 
Father’s Name: ___________________________ Date of Birth: _________________ Age: _________ 
 
Address (If Different From Above): _________________________________________________________________________ 
             Street                                                      City                            State                         Zip 
Best contact phone #: _____________________________      Please circle:       Home        Cell           Work 
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251 Westbrook Rd. (Rte. 153) Essex, CT 06426     Phone: 860-767-1277     Fax: 860-767-7712  
314 Flanders Road, Suite 2B, East Lyme, CT 

      www.pathwaysessex.com 



 
                                                              INSURANCE INFORMATION 

 
Please complete all information accurately.  Please have insurance card/s ready for required photocopy. 

 
Insurance Company: ____________________________________________________________ 
 
Policy #: _________________________Group #:___________________ Effective Date: _________________ 
 
Person who carries the policy:  ________________________________________________________________ 
                                                                      Name                                             Date of Birth                                     SS# 
 
Employer Info:  ________________________________________________________________________ 
                                               Employer Name                                                                          Relationship to patient 

 
 

IS THERE A SECONDARY INSURANCE?   please complete section below: 
 
Secondary Insurance Company: ___________________________________________________________ 
 
Policy #: __________________________Group #:___________________Effective Date: ________________ 
 
Person who carries the policy: ________________________________________________________________ 
                                                             Name                                          Date of Birth                                      SS# 
 
Employer Info: _______________________________________________________________________ 
                                                      Employer Name                                                                            Relationship to patient 
 
 

EMERGENCY CONTACT INFORMATION: 
 

NAME:____________________________________________ 
 
ADDRESS:_________________________________________ 
 
___________________________________________________ 
 
PHONE:  (home)______________________  (cell)____________________ (work)________________ 
 
               
Relationship to patient:_________________________________  
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