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PATIENT INFORMATION SHEET 

Phone(435)628-9600 
Fax# (435) 688-1849 

Patient's Name _________________ Birthday _____ Age ____ _ 

(LAST FIRST Ml Preferred) 

Social Security# ____________________ _,___ __________ _ 

Male __ Female __ Single __ Married __ Widowed __ Divorced __ Minor __ 

Address _________________ City _______ State __ Zip ___ _ 

Home Phone ________ Cell Phone ________ Work Phone _______ _ 

Employer _______________ _ Occupation ____________ _ 

Email address ________________________________ _ 

In the event of emergency, who should we contact? 

Name _______________ Relationship ____ Phone# _______ _ 

Primary Insurance 

lnsured's Name ________________ Relationship to Patient _______ _ 

Birth Date _______________ Social Security# ____________ _ 

Employer __________ Work Phone ________ Occupation _______ _ 

Insurance Company ___________ Insurance Company Phone# _______ _ 

Insurance Company Address __________________________ _ 

Insurance ID# _____________ Group It _______________ _ 

Secondary Insurance 

lnsured's Name _________________ Relationship to Patient ______ _ 

Birth Date ________________ Social Security# ___________ _ 

Employer __________ Work Phone _______ Occupation _______ _ 

Insurance Company ____________ Insurance Company Phone It _______ _ 

Insurance Company Address __________________________ _ 

Insurance ID# ______________ Group# _______________ _ 
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