
 
 8836 N Hess St. Suite E 

Hayden, ID 83835 

(208)758-0560 

 

PATIENT INFORMATION 
 
Full Legal Name: _________________________________________________________ Previous Last Name: __________________________ 

Last    First                               MI 
 
Date of Birth:  ____/____/____    Male ____   Female ____ SSN: _______-______-________   
 
Marital Status (please circle):        Single            Married             Widowed Divorced 
 
Address: ___________________________________________________________________________________________________________ 

Street or PO Box                                                         City                                      State                                   Zip Code 
 
How did you hear about Active Family HealthCare? _______________________________________ 

 
CONTACT INFORMATION 
 

Primary Contact Number:  (____) ______________________________ Cell or Home         Ok to leave messages?  YES/NO  

Secondary Contact Number: (___) _____________________________, if any.    Work Phone: (____) ________________________________ 
 
Pharmacy:  _____________________________________________________ 
 
Email:  _________________________________________________________   
  

EMERGENCY CONTACT 

Name: __________________________________ Relationship __________________Phone #: (____) ______________________________ 

 

INSURANCE   (filling out more than the name is not necessary if you provided a copy of your card) 

Primary Insurance:  
  
Insurance Company Name:  ______________________________________________________  
 
ID#:  ____________________________________       Group #:  ________________________________ 
 
Subscriber/Employee Name:  ____________________________________ 
 
Sex:  _____________ DOB: ____________________ SSN: ________________________ Relationship to patient:  ____________________ 
 
If secondary Insurance, please give name: _____________________________________________________________________________ 
 
 

GUARANTOR INFORMATION (person responsible for the bill) 

Full Name: ______________________________________________________________ Relationship to Patient: ____________________ 

Last                                 First                                                           MI 

Social Security Number: _____________________________________ DOB:  _____________________________    Male___ Female___ 

Mailing Address: _________________________________________________________________________________________________ 
Street or PO Box                                                         City                                      State                                   Zip Code 

Home Phone: (____) ________________________________________ Cell Phone: (____) ______________________________________ 

Employer/School: __________________________________________ Work Phone: (____) _____________________________________ 
 

If patient is under 18, please provide Mother’s name If not the Guarantor:  

 
_______________________________________________________________________________________________________________ 
Last    First    MI    Maiden Name 
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