
THE STEADMAN CLINIC REGISTRATION 

PATIENT INFORMATION Today’s Date ________________________ 

Patient Name  ____________________________________________________________________________  
Last                   First (Legal)                 Initial  Nickname 

                  

     

       

  

 

 

   

    

      

         

Date of Birth ________________ Age __________ SS# _________________________ Sex   M          F

Race ________________________ Ethnicity _____________________ Language _____________________

Cell Phone __________________ Work Phone ___________________ Home Phone ___________________

Marital Status  ________________________ E-mail Address ______________________________________

Mailing Address _________________________________________ City _____________________________

State

 

_________________________

 

Zip

 

Code

 

______________________

Physical Address _________________________________________ City ______________________________

State _________________________ Zip Code ______________________

Occupation ____________________________

   

    

       

   

 

PRIMARY  INSURANCE  :  _________________________  Member  ID______________  Group  #____________

POLICY HOLDER NAME ___________________ DOB __________ Relationship________________________

SECONDARY  INSURANCE:  _______________________Member  ID______________  Group  #_____________

POLICY HOLDER NAME ____________________ DOB __________ Relationship________________________

OTHER: _______________________________

_____________________________________________________________________________________
181 West Meadow Drive Ste. 400, Vail, Colorado 81657 | 970-476-1100 | www.thesteadmanclinic.com

Is this a work-related injury?  Y            N

   

    

       

   

 

Emergency Contact ____________________________ Relationship ______________ Phone _____________

Would you like us to share your visit notes with your PCP/Referring Provider?  Y N

Primary Physician _____________________________ Phone _________________________________

Address __________________________ City _______________ State _______________ Zip ______________

How did you hear about us?

Family/Friend       Website/Social Media   TV/Print Ad Past Patient Other _____________________

Medical Professional Referral Name: _________________________
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