
LAKEWOOD FAMILY MEDICINE 
PATIENT INFORMATION SHEET  

 
 

Patient Information 

            Male   Female     
 

Name   
______________________________________________________________________________ 
                      First                                                            Middle                                                                     Last 

 Address 
______________________________________________________________________________ 
                    Ave/Street/Drive/Blvd                                                                           City                                        State                           Zip 
 

Primary Phone      ____________________   Cell    Home    Work  Other ______ 
 
Secondary Phone ____________________   Cell    Home    Work  Other ______ 
     
                                                                                                                                             
Social Security # ____-____-_____ Married   Single   Other      Date of Birth ___/___/___ 
 
If employed, Employer Name: __________________________________________ 
 
 
Emergency Contact (outside of home) _________________________________________________ 
                                                       Name                                                                 Phone #                                    Relationship 
 

Email Address ________________________________________________ 
*One email address  per patient 

 
 
 

Insurance Information 

Primary  Insurance: ______________________________________________________________ 
                                 Name of Insurance Company                                                                        Employer                                    Group # 
 
                                                                                                                                                
                                                 

 Policy Holder Name                                      Policy Holder Date of Birth                      Policy Holder Social Security # 

                                ______________________________________________________________ 
                                 Relationship to Patient                                    Address of Policy Holder, if different than patient             Phone Number 

  
 

Second Insurance:  ______________________________________________________________ 
                                                  Name of Insurance Company                                                                      Employer                                      Group # 

                                                                                         
______________________________________________________________________________________________ 
 Policy  Holder Name                                        Policy Holder Date of Birth                 Policy Holder’s Social Security # 
 

                                ______________________________________________________________ 
                                 Relationship to Patient                                    Address of Policy Holder, if different than patient             Phone Number 
 

                         
 

 
Primary Care physician at Lakewood Family Medicine is Dr.   _____________________________ 
                    THANK YOU FOR CHOOSING LAKEWOOD FAMILY MEDICINE 


