
Patient Information 
Patient Name:_______________________________________________ DOB:___________________________ 
Address:________________________________________________________ Zip:________________________ 
Home Phone:__________________________________ Cell Phone:__________________________________ 
Social Security #:________-_____-___________ Marital Status:____________________ Sex:____________ 
Race:________________________ Ethnicity:______________________ Language:______________________ 
Employer:______________________________________________ Work Phone:________________________ 
Employer Address:________________________________________________ Zip:______________________ 
Emergency Contact:_____________________________________ Phone:_____________________________ 

Responsible Party 
Name:_____________________________DOB:___________ Relationship to Patient:__________________ 
Address:_________________________________________________________ Zip:_______________________ 
Home Phone:________________________________ Cell Phone:_____________________________________ 
Social Security #:________-______-_________ Marital Status:_____________________ Sex:____________ 
Race:________________________ Ethnicity:_______________________ Language:_____________________ 
Employer:________________________________________________ Work Phone:______________________ 
Employer Address:_______________________________________________ Zip:_______________________ 

Insurance Information: 
Primary Insurance:___________________________________________________________________________ 
Policy Holder Name:___________________________________ Policy Holder DOB:___________________ 
Relationship to Patient:______________________________ Effective Date of Coverage:______________ 
Identification Number:_______________________________ Group Number:_________________________ 
Secondary Insurance:_________________________________________________________________________ 
Policy Holder Name:___________________________________ Policy Holder DOB:___________________ 
Relationship to Patient:______________________________ Effective Date of Coverage:______________ 
Identification Number:_______________________________ Group Number:_________________________ 

I have received and reviewed a copy of the privacy policy at Mountain View 
Family Medicine. 

__________________________________________________   ________________________________ 
(SIGNATRURE)                            (DATE)


