
LAKEWOOD FAMILY MEDICINE 
PATIENT INFORMATION SHEET  

        
Date of Birth ___/___/___     Social Security # ____-____-_____     Male   Female     
 
Name   
______________________________________________________________________________ 
                      First                                                            Middle                                                                     Last 
 Address 
______________________________________________________________________________ 
                    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  
 
Employment 
Employed     Not Employed      Retired       Self Employed  
 
Employer Name: __________________________________________ 
                                                                                          
 ***If Self Employed Name of Business:___________________________ 
                                                                                                                                             
 
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 
Acknowledgement of Receipt of Privacy Notice 

 

 

________________________________________________ ________________________ 
Name Patient Date of Birth 

 

I acknowledge that Lakewood Family Medicine's “Notice of Privacy Practices” has been offered and/or 
provided to me. 
I understand I have a right to review Lakewood Family Medicine's Notice of Privacy Practices prior to 
signing this document. Lakewood Family Medicine's Notice of Privacy Practices has been provided to 
me. The Notice of Privacy Practices describes the types of uses and disclosures of my protected health 
information that will occur in my treatment, payment of my bills or in the performance of health care 
operations of Lakewood Family Medicine. The Notice of Privacy Practices for Lakewood Family 
Medicine is also provided on request at the main administration desk of this practice. This Notice of 
Privacy Practices also describes my rights and Lakewood Family Medicine’s duties with respect to my 
protected health information.  
Lakewood Family Medicine reserves the right to change the privacy practices, in observance with 
Federal laws that are described in the Notice of Privacy Practices. I may obtain a revised Notice of 
Privacy Practices by accessing Lakewood Family Medicine’s website, calling the office and requesting 
a revised copy be sent in the mail or asking for one at the time of my next appointment.  

 

________________________________________________ ______________________ 
Signature of Patient or Personal Representative   Date 

 

________________________________________________ ___________________________ 
Name Personal Representative  Relationship 
 

________________________________________________ 
Witness 

 
 

 

 

 

 

 

 

 

 



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: ___________________________________________ 

Patient’s Date of Birth: ______________________ 

*Please Check One Box 
 

□ TYPE A – LFM may speak to anyone that calls on my behalf and may leave detailed 

messages with anyone who answers the phone.  Or they may leave a message on the  
answering machine and include *detailed information in that message.   
 

Signature of Patient/Legal Guardian_________________________________________________ 

             

□ TYPE C LFM MAY ONLY SPEAK WITH ME AND/OR SOMEONE I HAVE LISTED 

BELOW. 
It is OK to speak with, and give *detailed information ONLY to the persons I have listed 
below.   If no names are listed below, LFM will speak only with me. 

 
Please List Other Family Members Or Other Persons LFM May Speak With: 
At times there may be other persons, or family members that may wish to call, or be called 
by LFM on your behalf.  These may also be people that will answer the phone when LFM 
calls the phone numbers we have on file for you.  List any person that LFM physicians or 
staff may speak to regarding ANY of your healthcare information.  

Unless a person or family member is listed below; we cannot speak with them. 
 

Name______________________________________ Relationship______________________ Phone ______________ 

Name______________________________________ Relationship______________________ Phone ______________ 

Name______________________________________ Relationship______________________ Phone ______________ 

Name______________________________________ Relationship______________________ Phone ______________ 

Signature of Patient/Legal Guardian_________________________________________________ 

 

*LFM will not leave detailed message on voice mail or answering machine or speak with any 
person not listed other than to say they have information for me, and I need to return a call.  
 
Please Note: No matter what option is selected, LFM will confirm all of your Scheduled LFM 
appointments, but the nature of the appointment will not be disclosed.   








