
    
 

3703 Ensign Road Suite 10A, Olympia, WA 98506 
360.438.1161 / Fax: 360.438.6690 

 
 

Today’s Date: _________________    
 
How Did You Hear About Us? 

 
Patients Name: 
Previous Names or Aliases: 
Nickname (if applicable): 
Home Address: 
Mailing Address (if different from home): 
Email Address: 
Home Number: (           ) 
Work Number: (           ) 
Cell Number: (           ) 
Sex (please circle one):    Female                Male 
Date of Birth: 
Social Security Number: 

 
IF THE PATIENT IS UNDER 18 PLEASE COMPLETE THIS SECTION: 
Father’s Name: 
Mother’s Name: 
Father’s Phone Number (if different from above):   
Home  (         )                                            Cell (         )                                                    Work (          )       
Mother’s Phone Number (if different from above):  
Home  (         )                                            Cell (         )                                                    Work (          )       
Address of Father (if different from above) 
Address of Mother (if different from above) 

 
INSURANCE INFORMATION IF APPLICABLE (VANTAGE PHYSICIANS DOES NOT BILL INSURANCE FOR ANY SERVICES 
RENDERED, BUT WE STILL NEED THIS INFORMATION TO ASSIST WITH COORDINATION OF REFERRALS, ETC.. WHEN 
APPLICABLE) 
Insurance Carrier: 
Main Subscribers Name: 
Main Subscribers Employer: 
Main Subscribers Social Security #: 
Main Subscribers Date of Birth: 
Main Subscribers Address (if different from patient) 
Main Subscribers Phone Number (if different from patient): 
Home  (         )                                            Cell (         )                                                    Work (          )         
Main Subscribers Sex (please circle one):    Female         Male 
Insurance ID #: 
Insurance Group #: 

 
EMERGENCY CONTACT INFORMATION: 
Name: 
Relationship to the Patient: 
Home Phone Number: 
Work Phone Number: 
Cell Number: 
Address: 

 
 


