
CASTLE ROCK MEDICAL CENTER 
PATIENT INFORMATION 

 Legal Last Name_________________________________ Legal First Name ______________________________ MI_________ 

 Preferred name/nickname_______________________ Sex (M) (F)_______   E-mail address______________________________ 

 DOB______________________SS#______________________________Marital Status _________ Employer________________ 

 Telephone:  Home___________________________Cell____________________________Work__________________________ 

 Address_________________________________________________________________________________________________ 
                          (Street and mailing address if different)                            City                                     State                       Zip 

 Spouse Name_______________________________________DOB_______________________SS#_______________________ 

 Emergency Contact _____________________________Relationship___________________Phone________________________ 

 Pharmacy_______________________________________________________________City______________________________ 

============================    PARENT OR GUARDIAN INFORMATION (if minor)    =========================== 

 Father’s Name_____________________________________DOB_________________________SS#______________________ 

 Address________________________________________________________________________________________________ 
                           (Street and mailing address if different)                            City                                     State                       Zip 

 Telephone:  Home__________________________Cell____________________________Work__________________________ 

 Employer _________________________________________________ Is this person a patient here? ______________________ 
                       
 Mother’s Name____________________________________DOB________________________SS#_______________________ 

 Address_______________________________________________________________________________________________ 
                       (Street and mailing address if different)                           City                                     State                       Zip 

 Telephone:  Home___________________________Cell___________________________Work__________________________ 

 Employer ________________________________________________ Is this person a patient here? _______________________ 
 
====================================    INSURANCE INFORMATION    ==================================== 

 
 Primary Insurance____________________________________________Policy#______________________Group#___________ 
 
 Primary Insurance Address___________________________________________________________________________________ 

 Policy Holder Name _______________________________________DOB__________________SS#________________________ 

 Policy Holder Address ________________________________ Relationship to patient ____________Employer________________ 

 Secondary Insurance______________________________________Policy#_______________________Group#_____________ 

 Secondary Insurance Address________________________________________________________________________________ 

 Name of Policy Holder____________________________________DOB____________________SS#_______________________ 

 Policy Holder Address _________________________________Relationship to Patient _____________Employer______________ 

 Please initial: 

  _______I authorize treatment of the patient named above and agree to pay all charges for such treatment. I also authorize the                                                              
   release of medical or other information necessary to process health insurance claims, authorize CRHD permission to seek  
   records for continuation of care and authorize my insurance benefits to be paid directly to CRHD.    

_______ I authorize CRHD to contact me at the cell phone number(s) listed above. 

_______ I acknowledge that I have received, read, understand and agree to the terms set forth in CRHD’s Financial Policy.  

_______ I acknowledge that I have received, read and understand CRHD’s HIPAA Privacy Rule. 

_______ I acknowledge that Behavioral Health records are maintained in the same Electronic Health Record as Personal 

               Health Information (PHI) and are accessible by other CRHD staff who are involved in patient care. 

 Patient or Responsible Party___________________________________________________Date___________________________ 


	Legal Last Name: 
	Legal First Name: 
	MI: 
	Preferred namenickname: 
	Sex M F: 
	Email address: 
	DOB: 
	SS: 
	Marital Status: 
	Employer: 
	Telephone Home: 
	Cell: 
	Work: 
	Address: 
	Spouse Name: 
	DOB_2: 
	SS_2: 
	Emergency Contact: 
	Relationship: 
	Phone: 
	Pharmacy: 
	City: 
	Fathers Name: 
	DOB_3: 
	SS_3: 
	Address_2: 
	Telephone Home_2: 
	Cell_2: 
	Work_2: 
	Employer_2: 
	Is this person a patient here: 
	Mothers Name: 
	DOB_4: 
	SS_4: 
	Address_3: 
	Telephone Home_3: 
	Cell_3: 
	Work_3: 
	Employer_3: 
	Is this person a patient here_2: 
	Primary Insurance: 
	Policy: 
	Group: 
	Primary Insurance Address: 
	Policy Holder Name: 
	DOB_5: 
	SS_5: 
	Policy Holder Address: 
	Relationship to patient: 
	Employer_4: 
	Secondary Insurance: 
	Policy_2: 
	Group_2: 
	Secondary Insurance Address: 
	Name of Policy Holder: 
	DOB_6: 
	SS_6: 
	Policy Holder Address_2: 
	Relationship to Patient: 
	Employer_5: 
	I authorize treatment of the patient named above and agree to pay all charges for such treatment I also authorize the: 
	I authorize CRHD to contact me at the cell phone numbers listed above: 
	I acknowledge that I have received read understand and agree to the terms set forth in CRHDs Financial Policy: 
	I acknowledge that I have received read and understand CRHDs HIPAA Privacy Rule: 
	I acknowledge that Behavioral Health records are maintained in the same Electronic Health Record as Personal: 
	Patient or Responsible Party: 
	Date: 


