
	  	  	  	  	  	  	  FOX	  VALLEY	  MEDICAL	  ASSOCIATES	  
(Please	  print)	   	   	   	  	   	   	  	  	  	  	  	  	  	  	  DATE:________________	  
	  

NAME:______________________________________________________________	  	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Last	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  First	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  MI	  	  	  	  	  	  
	  

HOME	  PHONE:_____________________________________	  	  	  	  CELL	  PHONE:____________________________________	  
	  

ADDRESS:__________________________________________	  	  CITY:________________	  	  STATE:_____	  ZIP	  CODE:_______	  	  
	  

DATE	  OF	  BIRTH:_______________________	  	  SS#:_____________________	  	  	  	  MALE__	  	  FEMALE__	  	  MARRIED__	  SINGLE__	  	  	  
	  

RACE:	  	   	   	   	   	   	   	   ETHNICITY:	   	   	   PREFERRED	  LANGUAGE:	  
	  __American	  Indian/Alaska	  Native	   	   	   __Hispanic/Latino	   	   	  __English	  
	  __Black/African	  American	   	   	   	   __Non-‐Hispanic/Latino	   	   	  __Spanish	  
	  __Native	  Hawaiian/Other	  Pacific	  Islander	   	   __Declined	   	   	   	  __Polish	  
	  __White	   	   	   	   	   	   __Unknown	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  __Other__________________	  
	  __Declined	  	  	  	  	  	  	  	  	  	  __Unknown	  
	  __Other	  __________________	  
	  

PATIENT/PARENT	  EMPLOYER:__________________________________________	  	  	  WORK	  PHONE:__________________	  
	  

EMPLOYER	  ADDRESS:__________________________________	  CITY:_______________	  	  STATE:_____	  ZIP	  CODE:_______	  
	  

SPOUSE’S	  INFORMATION	  –	  NAME:__________________________	  	  SS#:_____________	  	  EMPLOYER:________________	  
	  

EMERGENCY	  CONTACT:______________________________________	  	  	  	  RELATIONSHIP:________________________	  
	  

PHONE:_________________________	  	  ADDRESS:_________________________________________________________	  
	  
E-‐mail	  address:	  (optional)____________________________________________________________________________	  	  
NOTE:	  	  E-‐mail	  address	  will	  be	  used	  strictly	  for	  transmission	  of	  information	  concerning	  Fox	  Valley	  Medical	  Associates.	  	  No	  
personal	  and	  confidential	  medical	  information	  will	  be	  sent	  electronically.	  
	  

COPIES	  OF	  CURRENT	  INSURANCE	  CARD	  AND	  PHOTO	  ID	  REQUIRED	  AT	  EVERY	  VISIT	  
-‐	  PLEASE	  NOTIFY	  US	  OF	  ANY	  CHANGES	  AS	  SOON	  AS	  POSSIBLE.	  

	  

NAME	  OF	  PERSON	  	   	   	   	   	   	   	   	   	   RELATIONSHIP	  
	  	  	  RESPONSIBLE	  FOR	  THIS	  ACCOUNT:_______________________________________	  	  	  	  	  	  	  	  	  	  	  	  TO	  PATIENT:______________	  
	  

ADDRESS	  (if	  different	  from	  above):______________________________________________________________________	  
	  

HOME	  PHONE:______________________________	  	  SS#:_______________________	  DATE	  OF	  BIRTH:_______________	  
	  

EMPLOYER:_____________________________________________________	  WORK	  PHONE:_______________________	  
	  

NAME	  OF	  PRIMARY	  INSURANCE:___________________________	  SECONDARY	  INSURANCE:_______________________	  
	  

REFERRING	  PHYSICIAN:____________________________________________	  PHONE:____________________________	  
	  

ADDRESS:____________________________________	  	  CITY:________________	  	  STATE:____	  ZIP	  CODE:_____________	  
	  

PRIMARY	  MD	  IF	  DIFFERENT	  FROM	  REFERRING	  MD:_______________________________	  	  PHONE:__________________	  	  
	  

PATIENT	  INFORMATION	  

GUARANTOR	  –	  INSURANCE	  INFORMATION	  


