
Hazel Dell Sports Medicine & Rehab Clinic/DBA Forgey SportsMed & Rehab Clinic 
1503 NE 78th St., Ste. # 9, Vancouver, WA 98665 360-573-5500 

PLEASE FILL OUT COMPLETELY 

PATIENT INFORMATION SPOU SE/GUARDIAN INFORMATIO N 
Name: (Circle one) 

LAST FIRST MI His/Her Name: 

I prefer to be called: Male Female Relation: 

Birthdate: __ / __ / __ Age: SS#: Employer: 

Home Address: Hm#: Cell#: 

Apt#: __ 
Wk#:( ) Ext. 

City State Zip Birth date: I I 

Mailing Address if different than above: SS#: 

Apt# __ 

City State Zip 
P ERSON RESP ONSIDLE F OR ACCOUNT: 

Single Married Divorced Widow Separated Student 
Name: 

Hm#:( ) Cell#: ( ) 
Relation: Ph#: 

Wk#:( ) Ext: --DL#: 
Billing Address: 

Employer: 

Employer 's Address: 

In the event of an emergency, is there som eone 
not living with you tha t we can contact? 

Email Address: 

Would you like to receive our monthly newsletter? Yes No His/Her Name: 

How did you hear about our office? Web I Google I Insurance I Relation: 

Yellow Pages I Friend or Family member 
Hm #: Cell#: 

Name: 

My Financia l Responsibility 

I certify that the above information is true and correct to the best of my knowledge and hereby authorize this office to do 
whatever is necessary in accordance with state statutes for the care and management of my complaints. I understand and 
agree that I am ultimately financially responsible for all services. 

X 
Signature of patient or person acting on patient's behalf Date 
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