
PATIENT INFORMATION
Last Name:

Date of birth:__     _/_      __/_   _     __(mm/dd/yyyy)

First:                                          MI: Sex:  Male_______  Female _______

Nickname ( if applicable):      
                                                                                     

Marital Status     circle one:  Single / Mar / Div / Sep / 
Widowed

Address: Social Security #:

City: Employer Name:

State:                                   ZIP: Preferred Pharmacy:

Home Phone#:
Work Phone#:
Cell Phone#:

E-mail Address:

RESPONSIBLE PARTY
(statements will be addressed to responsible party)

EMERGENCY CONTACT
Name:

Relationship to patient:
(i.e., parent, spouse, etc.) 

Last Name:

First:

Date of birth:___      _/__      __/_        ___(mm/dd/yyyy) 
Relationship to patient:

Address 1: Address 1:

Address 2: Address 2:

City:
State:                                      ZIP:  

City
State:                                        ZIP:

Home Phone#:  
Work phone #:                         
Cell Phone#:  

Home Phone#: 
Work phone #:               
Cell Phone#:

INSURANCE INFORMATION
(Please give your insurance card to the receptionist)
Insurance Name: Insured’s  name:

ID #:                                                         COPAY:            
Address 1: Insured’s relationship to patient:

(i.e., parent, spouse, etc.)
Address 2: Group #:

City: Group Name:

State:                                        Zip: Insurance Telephone #:
Name of Secondary Insurance: 
Insured’s Name:                                 

Group Name:
ID #: 

I authorize that laboratory & test results can be left by message to phone 
#___________________.  
I understand that if after 2 weeks I do not obtain results for any study done, to 
contact the office.

The above information is true to the best of my knowledge.  I authorize my insurance benefits to be paid directly 
to the physician.  I understand that I am financially responsible for any balance.  I also authorize EAGLE CREEK 
FAMILY MEDICINE or insurance company to release any information required to process my claims.

Eagle Creek Family Medicine
1281 E Iron Eagle Drive Eagle, Idaho 83616

 (208) 939-5535   Fax (208) 939-5536

updated 7/20/10



IN ADDITION, I acknowledge that I have been informed of EAGLE CREEK FAMILY MEDICINE’s Notice of Privacy 
Practices.

X______________________________________________________________________________________________________________
   PATIENT / GUARDIAN SIGNATURE
 
 
 
 
 
 DATE:  
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