
LAKEWOOD FAMILY MEDICINE 
PATIENT INFORMATION SHEET 

 

Date of Birth / /   Social Security # - -   Male Female 
 

Name 
 

 

Address 
First Middle Last 

 
 

Ave/Street/Drive/Blvd City State Zip 
 
 

Home Phone (Landline)    Work Phone    
 

Cell Phone    
 

Which phone would you like listed as your primary contact? Home Work Cell 
 
 
 

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 



Lakewood Family Medicine 
Protected Health Information Disclosure Preference- Confidentiality Form 

This form details how you wish Lakewood Family Medicine to disclose Protected Health Information (PHI) to you 
and specific individuals you may name below. This PHI Disclosure Preference form will be kept on file and remains 
effective until amended or revoked. This disclosure may be amended or revoked at any time. Such amendment or 
revocation must be in writing, signed and dated. *Detailed Information: Includes any type of information 
regarding your care including (but it is not limited to) scheduled appointments at LFM, referral appointments, lab 
and test results, and financial information. This may include Mental Health and STD testing. 

 
 

Patient’s Name (Please Print):    Date of Birth:    
 
 

Please check/complete ONE box, and then sign and date.  Thank you. 
 

 
 
 

□ LFM is to speak only with me, or to those I have listed below. 

When LFM calls, they will not leave any health related information on voice mail, or answering machine. A 
message may be left indicating that LFM has information for me, and that a return call to LFM is needed. (A direct 
line, or extension number may be provided for me to call back). Also, a message may be left confirming my LFM 
appointments, but the nature of the appointment will not be disclosed. 

***PLEASE BE AWARE THAT IF YOU SELECT THIS OPTION, THIS DOES LIMIT WHO LFM MAY SPEAK WITH, AND UNLESS 
YOU LIST SOMEONE BELOW, LFM MAY SPEAK ONLY WITH YOU. 

 
 

I give my permission for LFM to speak with these people listed below regarding ANY of my healthcare information. 
(These may be a husband, wife, adult children, parents, other family members, or significant others). 

Name Relationship Phone     

Name Relationship Phone    

Name Relationship Phone     

Name Relationship Phone     

Name Relationship Phone     

 
Signature of Patient/Legal Guardian:      

Date:     

□ I give my permission for LFM to provide *Detailed information to me, or with any person answering the phone. 
A *Detailed information message may be left on my voice mail, or answering machine.  I also give my permission 
for LFM to speak to anyone that may call, or anyone that LFM needs to speak to on my behalf. This may include 
*Detailed information. 

Signature of Patient/Legal Guardian:      

Date:     



Lakewood Family Medicine 
Signature Authorization & Assignment of Benefits 

 

 
 
 
Patient’s Name:     

 
 

Patient’s Date of Birth:     
 
 
 
 
 
Release of Information 

I authorize the release of any medical information necessary; 1) to process claims, 2) to be referred 
to a specialist for medical care, 3) to obtain services for lab, x-ray, and other diagnostic services. I 
also authorize that this information may be faxed, if necessary. 

Assignment of Benefits 

I authorize that insurance payments of medical benefits be paid directly to Lakewood Family 
Medicine for the services rendered. 

Responsibility of Payment 
I authorize and accept responsibility for payment of any balance; 1) remaining after payment of 
insurance benefits, 2) not covered by insurance for whatever reason, 3) due to finance charges, 
4) deemed not covered by workman’s compensation, 5) deemed not covered by auto insurance 

 
 
Date:    
Signature of Patient, Parent or Legal Representative:    
Relationship to patient:     

 
Date:    
Signature of Spouse:    

 
 

Date:    
Signature of Parent; of patient 18 years and older:     
***Patient that is 18 years and older MUST also sign this form in the patient field above. 
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