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

	Today’s Date:                                                                  How did you hear about our practice?
Dr. Kershisnik / Dr. Ritchie / Suboxone



	Patients Name:

	Previous Names / Maiden Name / Aliases:

	Nickname (what do you want us to call you?):

	Home Address:
                                                                                                         City:                                     State:                   Zip:

	Mailing Address (if different from home):

	Email Address:
	Employer:

	Home Phone: (           )
	Work: (           )
	Cell: (           )

	Date of Birth:
	Sex (please circle):  Female    Male
	Pharmacy:

	Race/Ethnicity (please circle one):   Caucasian       African American       Asian        Hispanic
                                                             Native American      Native Alaskan      Pacific Islander      Other



	IF THE PATIENT IS UNDER 18 PLEASE COMPLETE THIS SECTION:

	Father’s Information

	Father’s Name:

	Phone Number (if different from above):  
Home  (         )                                            Cell (         )                                                    Work (          )      

	Address (if different from above):

	Mother’s Information

	Mother’s Name:

	Phone Number (if different from above): 
Home  (         )                                            Cell (         )                                                    Work (          )      

	Address of Mother (if different from above)



	INSURANCE INFORMATION + COPY OF CARDS (VANTAGE PHYSICIANS DOES NOT BILL INSURANCE FOR ANY SERVICES RENDERED, BUT WE NEED THIS INFORMATION TO ASSIST WITH COORDINATION OF REFERRALS, ETC.. WHEN APPLICABLE)

	Insurance Carrier’s Information

	Company Name:

	Address:

	Phone: (           )
	Fax: (           )
	E-Mail: 

	Main Subscriber’s Information

	Name:
	Employer:

	Date of Birth:
	Sex (please circle):  Female    Male

	Address (if different from patient):

	Main Subscribers Phone Number (if different from patient):
Home  (         )                                            Cell (         )                                                    Work (          )        

	Patient’s Information

	Insurance ID #:
	Insurance Group #:



	EMERGENCY CONTACT INFORMATION:

	Name:
	Name:

	Relationship:
	Relationship:

	Home Phone:
	Home Phone:

	Work Phone:
	Work Phone:

	Cell:
	Cell:

	Address:
	Address:



image1.png
VANT
VAL, =





