Family Account Information
Matthew J. Clayton, DO and Joseph M. Johnson, MD

Address ______________________________________City ____________________State ________Zip___________
Primary Phone ____________________________________ Secondary Phone _______________________________
Family Account Email Address ______________________________________________________________________

Parent/Legal Guardian Information
Name (Last, First, Middle) ________________________________________________ DOB ____________ Sex ____
Marital Status _________________ SSN ___________________ Relationship to Patient(s) ____________________
Employer ______________________________________ Work Phone # ___________________________________
Additional Parent/Legal Guardian Information
Name (Last, First, Middle) ________________________________________________ DOB ____________ Sex ____
Marital Status _________________ SSN ___________________ Relationship to Patient(s) ____________________
Employer ______________________________________ Work Phone # ___________________________________

Nearest Relative or Friend Not living with you (Emergency Contact) 
Name _______________________ Phone ____________________ Relationship to Patient(s) __________________

Insurance Information- Please make sure we have a copy of your current insurance card on file.
Primary Insurance Name ____________________________________ Effective Date _________________________
Policy No. ________________________________________________ Group No. ____________________________
Policy Holder Name (Last, First, Middle) _____________________________________________________________
(If NOT listed above, please list ALL information) DOB ___________________ Phone _________________________
Address ____________________________________________Relationship to Patient(s) ______________________
Insurance plan is (check one):      
· Copay (Amount $_______ due at time of service)       
· High Deductible ($50 due at time of service)         
· Medicaid with no copay or deductible 
Secondary Insurance Name ___________________________________ Effective Date ________________________  
Policy No.  ____________________________________________________ Group No. ________________________
Policy Holder Name (Last, First, Middle) ______________________________________________________________
(If NOT listed above, please list ALL information) DOB __________________ Phone ___________________________
Address ____________________________________________Relationship to Patient(s) _______________________
Insurance plan is (check one):
· Copay (Amount $_______ due at time of service)       
· High Deductible ($50 due at time of service)         
· Medicaid with no copay or deductible 
PLEASE LIST ALL CHILDREN IN HOUSEHOLD FOR WHICH THIS INFORMATION APPLIES TO:
	FIRST NAME
	MIDDLE NAME
	LAST NAME (OR DITTOS)
	DATE OF BIRTH 
	SEX

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



