
 

  PATIENT INFORMATION  
  

  Rakesh K Saini, MD 

      Board Certified 

 

Name :  ____________________________________   Today’s Date ____________  

Gender: ____Female _____ Male   Patient’s Social Security _____ - _____- _____  

Marital Status: Single ___ Married____ Divorced ____ Widowed ____   Date of Birth ___________  

Address ___________________________City___________________ State _______Zip Code __________ 

Home Phone _____________________Cell Phone__________________ Work Phone _______________ 

Email: _______________________________________ 

Preferred Contact Method: ______Phone ______Mail ______E-mail _______Portal  

Employer’s Name_____________________________ Phone:  _____________________  

 

Preferred Pharmacy: Local _______  Mail Order___________ 

Local Pharmacy:________________________ Phone: ____________________________ 

Mail Order Pharmacy: __________________________  Phone: _____________________ 

  

Emergency Contact information (not self) 

 NAME ________________________________________Relationship_____________________  

Address _________________________________________Phone _____________________ Ext. _____ 

 

INSURANCE INFORMATION  

Primary Coverage ___ Medicare ___ Medicaid ___ Group/Individual ___ Self Pay ___ PHS  

Policy Holder: ___ Self ___ Spouse  

Name of Insured ________________________________Date of Birth__________  

Social Security # _____- ____-______  

Insurance Name ________________________________ _ Policy #________________________  

Group Name/# _________________________________  

 

Secondary Coverage ___ Medicare ___ Medicaid ___ Group/Individual ___ Self Pay ___ PHS  

Policy Holder: ___ Self ___ Spouse     

Name of Insured ________________________________ Social Security # _____- ____- _____  

Insurance Name _________________________________ Policy #________________________  

Group Name/# _________________________________  


