
FAMILY PRACTICE ASSOCIATES, P.C. 
433 Summit Blvd, #201      Broomfield, CO 80021 

 

 
PATIENT INFORMATION 

 

Last: _______________________________ First: ________________________ MI: ___  Nick Name: __________________ 

Date of Birth: __________________   Male  Female  SSN: ___________________ Marital Status: _________________ 

Address: ___________________________________________ City: ______________________ State: ____  Zip: ________ 

Home Phone: _______________________ Cell Phone: ______________________ Work Phone: ______________________ 

Email:____________________________________________         Veteran:  Yes    No             Student:  Yes    No   

Employer: _______________________________________  Occupation: _________________________________________ 

 
EMERGENCY CONTACT INFORMATION 

 

Emergency Contact: ______________________________________________ Relationship:__________________________ 

Home Phone: _______________________ Cell Phone: ______________________ Work Phone: ______________________ 

 
ACCOUNT INFORMATION 

 

The GUARANTOR shall be the responsible party for payment on the account.      Self          Other (please complete) 
 

Guarantor: _________________________________________ Date of Birth: ______________ Sex:   Male   Female   

SSN: _________________ Relationship to the patient: _________________ Email:_________________________________ 

Address: ___________________________________________ City: ______________________ State: ____  Zip: ________ 

Home Phone: _______________________ Cell Phone: ______________________ Work Phone: ______________________ 

Employer: _______________________________________  Occupation: _________________________________________ 

 
INSURANCE INFORMATION 

 

The patient’s insurance card must be presented at the time of your appointment for each visit. Insurance won’t be billed until a 
copy of the card is received. COPAYS are due at the appointment. Failure to pay the copay will result in a $10 fee. Self-Pay 
patients and out-of-network patients are required to pay for the visit in full at the time of service. The patient authorizes Family 
Practice Associates to release information to the insurance company in order for current and future claims to be processed. 
Patients 18 years and older will be responsible for the account unless we received signed notification from your responsible 
party. 
 
 
 
_________________________________________________ _________________________________ 

Signature of Patient   OR   Responsible Party (relationship)  Date 

 
 
 

Please read and sign our HIPAA, financial policy and privacy practices on the reverse side of the form. 

PI Rev: 51614 



FAMILY PRACTICE ASSOCIATES, P.C. 
433 Summit Blvd, #201      Broomfield, CO 80021 

 

 

 

 

HIPAA Privacy Authorization Form 
Authorization for Use or Disclosure of Protected Health Information 

 
 
AUTHORIZATION:  I authorize Family Practice Associates to use and/or disclose certain Protected Health 
Information (PHI) about me to the following individuals. (Please print full name.) 

 
  None 
 
Spouse: ______________________________ Family Member: _______________________________  
                          Name and relationship. 

Other: ________________________________ Other: _______________________________________ 
            Name and relationship.           Name and relationship. 

 

This authorization includes the release of my complete medical record for past, present and future periods unless 

otherwise specified here:  From ___________________ To _____________________ 

Your initials are required to withhold the following information:   

___ Alcohol/Drug Abuse Treatment    ___ Communicable Diseases    ___Mental Health Records    ___ Other: ________________ 

 

I understand that the information used or disclosed may be subject to re-disclosure by the person or class of persons or facility receiving 
it, and would then no longer be protected by federal privacy regulations. The medical information may be used by the person I authorize 
to receive this information for medical treatment or consultation, billing or claims payment, or other purposes as I direct. I understand 
that treatment, payment, enrollment or eligibility for benefits will not be conditioned on whether I sign this authorization. I may revoke 
this authorization at any time by notifying FAMILY PRACTICE ASSOCIATES, in writing, of my desire to revoke it.  The notice will not apply 
to actions taken by the requesting person/entity prior to the date FAMILY PRACTICE ASSOCIATES receives the request. This authorization 
is automatically in force for 3 years or until (date) _____________________, at which time this authorization expires.  

 

 
________________________________________________ ___________________________________ 

Signature of Patient   OR   Personal Representative (Relationship) Date 

 

 

 

 

REQUIRES PATIENT SIGNATURE: 

Patient: ____________________________________ 

Date of Birth: ________________________________ 

I acknowledge that I have received a copy of the NOTICE OF PRIVACY PRACTICES regarding my health 

information. 

 

________________________________________________ _________________________________ 

Signature of Patient   OR   Personal Representative (Relationship) Date 

 

 

 

 

 

I acknowledge that I have received a copy of the NOTICE OF FINANCIAL POLICIES. 

 

________________________________________________ _________________________________ 

Signature of Patient   OR   Personal Representative (Relationship) Date 

 



 

FAMILY PRACTICE ASSOCIATES, P.C. 
433 Summit Blvd, #201      Broomfield, CO 80021 
 

 

As part of our electronic health record standard, would you be willing to state your race and ethnicity? This is an 

important part of your medical history. Some medical conditions are more prevalent in certain races, such as 

diabetes, hypertension and cancer. 

 

NAME: ___________________________________________________   DATE OF BIRTH: __________________________ 

 

RACE: please check only one    ETHNICITY: please check only one 

  Native American Indian / Alaska Native     Hispanic or Latino 

  Asian        Non-Hispanic 

  Black or African American      Decline to Specify 

  Native Hawaiian       Unknown / Not Reported 

  Other Pacific Islander       Refused to Report 

  White 

  Unreported / Refused to Report 

 

 

 


