
6801 S. Yosemite St., Centennial, CO 80112
3260 E. 104th Ave., Thornton, CO 80233

4809 Argonne St., Suite 260, Denver, CO 80249

Office: 303.773.9000
Toll Free: 877.8IMMUNE

Fax: 303.770.1449

Email: info@IMMUNOe.com
Web: www.IMMUNOe.com

PATIENT INFORMATION — ADULT

Last _________________________________ First ___________________________ Middle ________________ n Female    n Male

Street__________________________________________________________________ City___________________ State______ Zip___________

Home ________________________________________ Cell _______________________________ Work__________________________________

Date of Birth ____ /____ /____         SSN ______ -______ -_________    Email ________________________________________________________

EMERGENCY CONTACT — Give the name of nearest relative or close friend not living with you, to contact in case of emergency.

Name ________________________________________ Relationship _______________________ State __________________________________

Home Phone _________________________________ Cell Phone_________________________ Work Phone ___________________________

OTHER PHYSICIAN — List all physicians involved in your treatment.
Physician’s Name ______________________________________________________________ Phone ___________________________________

Physician’s Name ______________________________________________________________ Phone ___________________________________

Physician’s Name ______________________________________________________________ Phone ___________________________________

Physician’s Name ______________________________________________________________ Phone ___________________________________

Physician’s Name ______________________________________________________________ Phone ___________________________________

INSURANCE INFORMATION
Primary Physician’s Name ______________________________________________________ City _____________________________________

Office Phone _________________________________

Referred by     n Self    n Insurance    n Other: _______________________________________________________________________________

May we send correspondence letters to your primary care physician?     n Yes     n No

Do you have health insurance?     n Yes     n No    If yes, please fill out the following information:

INSURANCE AUTHORIZATIONS AND ASSIGNMENT

I authorize payment of medical benefits to IMMUNOe Health Centers for these services and all future claims. I authorize the release

of any medical information to process this and all future claims.

Signature ___________________________________________________             Date ___________________________________________________

Primary Health Insurance Information

Insurance Company _________________________________________

Address _____________________________________________________

City ___________________________ State _____ Zip____________

Policy Holder________________________________________________

Relation to Patient ___________________________________________

Policy Holder’s SSN __________________________________________

Group Number ______________________________________________

ID Number__________________________________________________

Employer ___________________________________________________

Effective Date________________________________________________

Secondary Health Insurance Information

Insurance Company___________________________________________

Address_______________________________________________________

City ___________________________ State _____ Zip _____________

Policy Holder _________________________________________________

Relation to Patient ____________________________________________

Policy Holder’s SSN____________________________________________

Group Number _______________________________________________

ID Number ___________________________________________________

Employer_____________________________________________________

Effective Date _________________________________________________

Please fill out all information completely, print clearly, and sign where indicated.                                                           Date ____ /____ /____ 


