Welcome To Our Office LITTLETON INTERNAL MEDICINE
ASSOCIATES, P.C.

PLEASE PRINT and COMPLETE ALL PARTS

Patiant Number Today’s Date

PATIENT NAME: {This section refers to PATIENT ONLY?} _
Name Age Date of Birth
Address City State Zip
Home Phone Work Phone - Cell Phone

Sex ____ Social Security # Employer Email

Spouse Employer Waork Phone

Relationship to Responsible Party O Self O Spouse 1 Sen O Daughter O Other
RESPONSIBLE PARTY: (Person who shouid receive the bill)

Name

Address City State Zip
Home Phone Work Phone Social Security #

Date of Birth Age Empioyer

INSURANCE: (Ptease complete thoroughly. We will need a copy of your insurance card.)
Secondary Insurance
Address
City, State, Zip
~ Phone: Area ()

Primary Insured Person

Primary Insurance

Address

City, State, Zip

Phone: Area { )

Primary Insured Person

I1D/Policy # Suffix ID/Policy # Suffix
Group # Group # :
Employer Employer

Co-Payment $

Co-Payment §

Date of Accident,

Auto Injury (J Claim #
Date of Accident

Work Comp  [] Claim #

Date of Accident

Other Injury (Specify)

NQTIFY IN EMERGENCY: (NOT LIVING WITH YOU)

Name Relationship Phone

CONSENT FOR TEST RESULTS i give Littleton Internal Medicine Associates, P.C. permission {o leave all X-ray, appointments, lab results,
test results, and other medical information and advice on; {check all that apply) [0 Voice mail at work [J Answering machine at home [J Cell

Phone
{J Okay to leave message with family member [0 Do not leave message  [Other,

Patient name:; Date:
(check one)

Relationship to patient: [ self [Jparent []guardian

Signature:



