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www.thealpineclinic.com 
 

 
LAST NAME: ____________________________ FIRST NAME: _____________________________MIDDLE:_____ 

DOB: ___/___/___ AGE: ______ SEX: MALE / FEMALE  SSN: ____________________________ 

MAILING ADDREESS: __________________________________________________________________________ 

CITY: ________________________________________ STATE: _________ ZIP: ___________________________ 

HOME PHONE: ___________________ CELL PHONE: ___________________ WORK PHONE: ________________ 

EMPLOYER: _________________________________________________________________________________ 

EMAIL: _____________________________________________________________________________________ 

RACE: _______________________ RELIGION: ______________________ LANGUAGE: _____________________ 

EMERGENCY CONTACT: ________________________________________________________________________ 

RELATIONSHIP: _____________________________________________ PHONE: __________________________ 

PRIMARY CARE PHYSICIAN: _______________________________ PRACTICE NAME: _______________________ 

CITY: _______________________ STATE: _____ ZIP: _________________ PHONE: ________________________ 

PHARMACY: _________________________________________ LOCATION: ______________________________ 

DO YOU HAVE A POWER OF ATTORNEY?  YES / NO POA NAME: ___________________________________ 

Please provide a copy of the POA to The Alpine Clinic.  POA PHONE: __________________________________ 

GUARDIAN 1 NAME: __________________________________________________________________________ 

GUARDIAN 1 ADDRESS: ________________________________________________________________________ 

HOME PHONE: ___________________ CELL PHONE: ___________________ WORK PHONE: ________________ 

GUARDIAN 2 NAME: __________________________________________________________________________ 

GUARDIAN 2 ADDRESS: ________________________________________________________________________ 

HOME PHONE: ___________________ CELL PHONE: ___________________ WORK PHONE: ________________ 

INSURANCE TYPE:  ____________________________________________________________________________ 


