o[ STEAMBOAT

PLEASE PRINT CLEARLY PRIMARY CARE URGENT CARE
PATIENT INFORMATION:
NAME: PREFERRED NAME:
LAST FIRST Ml
SOCIAL SECURITY # / / BIRTHDATE / / vO (O

MAILING ADDRESS:

STREET OR PO BOX

cITy STATE ZIP

PHONE:

HOME WORK CELL

EMAIL:

EMPLOYER:

PRIMARY CARE PHYSICIAN:

RACE: ETHNICITY: MARITAL STATUS:
ASIAN O nNon-Hiseanic (OJ SINGLE O
BLACK/AFRICAN AMERICAN ((J  HISPANIC (CJ  MARRIED (I
HISPANIC C otHER C  bivorcep O
WHITE/CAUCASIAN C  obecuned C  wipowed O
DECLINED O SIGNIFICANT OTHER (O}
UNKNOWN O OTHER

OTHER

INSURANCE SUBSCRIBER: (IF OTHER THAN PATIENT)

NAME: BIRTHDATE:

SSN# / / ADDRESS (IF DIFFERENT FROM ABOVE):

PERSON RESPONSIBLE FOR PAYMENT OF ACCOUNT:

PLEASE CHECKONE:  MYSELF(C)  GuarDIAN (] spouse (J ™moTHER () FATHER ()

NAME: BIRTHDATE:

SSN# / / ADDRESS (IF DIFFERENT FROM ABOVE):

See reverse side for additional info



EMERGENCY CONTACT (ONLY ONE REQUIRED):

NAME: BIRTHDATE:

ADDRESS: PHONE #:

RELATION: LEGAL GUARDIAN: YES (CJNo (J noTiry oN abmission: YEs () no (O
NAME: BIRTHDATE:

ADDRESS: PHONE #:

RELATION: LEGAL GUARDIAN: YES (CJNo (J NoTiFy oN AbmissioN: YEs () no (O

See reverse side for additional info



