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609 Bryden Ave Suite B   Lewiston, ID 83501	   (208)816-8746
New Patient Information
Patient Information:
Last Name: __________________________ First Name: ___________________   MI:____________
	Preferred Name: ______________________   DOB: ____________ SSN#: _____________________
Street Address: ______________________________ City/State/Zip: __________________________

Communication:
Phone (home):___________________ Cell (home):___________________ Consent to text? Y N
Is it OK to leave messages regarding appointments, results, ect. On above numbers? Y N
Email: ______________________________________________ Would you like email reminders?  Y   N
Is it OK to leave messages regarding appointments, results, ect. On above email? Y N

Emergency Contact:
Name: ____________________________________ Phone: __________________________
Relationship: _________________________________________

Insurance Information: Please always update provider with any insurance changes before appointment
 Insurance Company: _________________________________ Effective Date: ________________
Name of Insured: _____________________ Policy/Member #: ____________________ Copay Amt: _____
Subscriber Name/ID #: ________________________________ Relationship: ________________________
[bookmark: _GoBack]Subscriber’s DOB: ____________      Subscriber’s Employer: ___________________________


		This form will be retained in your medical record.
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MQUNTAIN VIEW HEALTH PLLC

BRINGING WELLNESS TO YOU





