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NAME OF PATIENT:

PATIENT ADDRESS: APT #
CITY: STATE: ZIP CODE:
HOME PHONE NUMBER: DATE OF BIRTH:

CELL PHONE NUMBER: SOCIAL SECURITY NUMBER:

SEX: MARITAL STATUS:

EMPLOYER NAME: WORK PHONE NUMBER:
EMPLOYER ADDRESS:

OCCUPATION:

EMAIL: HOW DID YOU HEAR ABOUT US?
PREFERRED PHARMACY LOCATION

RESPONSIBLE PERSON INFORMATION (NAME THE INSURANCE IS UNDER)

NAME: RELATIONSHIP:

ADDRESS: CITY: STATE: ZIP:
HOME PHONE NUMBER: WORK PHONE NUMBER:

DATE OF BIRTH: SOCIAL SECURITY NUMBER:

NAME OF EMPLOYER:
EMPLOYER ADDRESS:

PRIMARY INSURANCE INFORMATION SECONDARY INSURANCE INFO

INSURANCE NAME:
POLICY / ID NUMBER:
GROUP NUMBER:
POLICY HOLDER NAME:
COPAYMENT AMOUNT:

EMERGENCY CONTACT INFORMATION

NAME:

RELATIONSHIP: PHONE NUMBER:

| hereby authorize payment directly to Sports and Family Medicine of Colorado, PC and authorize
the release of any medical information to process insurance claims.

| voluntarily consent to examination and freatment for myself and/or my dependent.

I will be responsible for the full amount of the charges except those under Sports and Family Medicine
of Colorado PC's contractual arrangements with payors.

SIGNATURE OF RESPONSIBLE PERSON:

DATE:

6390 Gardenia St., Suite 140 Arvada, CO 80004




