
 

 

QUANTUM VITALITY 
No Limits to your Health and Success! 

 
 
Date:_________________________ 
 
 
 

Patient Information 

Please Print Clearly 
 
Name: _____________________________Gender: ____ Birth Date: __________Age:_______                    
 
Home Tel: ______________ Mobile Tel: _______________ Work Tel: ___________________ 
 
Email Address: _______________________________________  
 
_____________________________________________________________________________  
Mailing Address     City        State Zip   
  
Social Sec# ___________________ Marital Status: __________ # Of Children______________  
 
Occupation: ____________________________ Employer:  _____________________________  
 
 
Relative or Friend to Contact in Case of Emergency: 
 
_____________________________________________________________________________ 
Name     Relationship    Telephone 
 
How did you hear about our clinic? ________________________________________________ 
 
If the Patient is a minor, please complete the following information: 
 
 
Responsible Party: _____________________________________________________________ 
          Name     Relationship    Telephone 
 
         _____________________________________________________________ 
          Address 
 

For Patients with Medicare, Medical Payment Insurance (Med-Pay), or Personal Injury, 
Please ask for, read and sign the  

Assignment and Instruction for Advanced Beneficiary Notice of Noncoverage, 
 Med-Pay Requirements And/or Personal Injury form. 


