
Healthnet PLLC
1905 Sherman St, Denver, CO 80203 
(720) 683-0389
Patient Insurance & Information Form 
1. Patient Information
Full Name: _______________________________
Date of Birth: ____________________________
Gender: ☐ Male ☐ Female ☐ Other
Address: _________________________________
Phone: _________________________________
Email: _________________________________
Emergency Contact Name & Phone: _________________________________

2. Insurance Information
If no insurance, check here: ____
Primary Insurance Company: _________________________________
Insurance Phone: _________________________________
Policy Holder Name: _________________________________
Relationship to Patient: ☐ Self ☐ Spouse ☐ Parent ☐ Other
Policy/ID Number: _________________________________
Group Number: _________________________________
Secondary Insurance (if applicable): _________________________________
Secondary Policy/ID Number: _________________________________

3. Consent & Authorization
I authorize the release of any medical information necessary to process my insurance claims.
I understand that I am responsible for co-pays, deductibles, and non-covered services.
I authorize payment of medical benefits to the provider listed above.
I have received a copy of the practice’s privacy notice (HIPAA).

Signature: ___________________________ Date: _______________

4. Optional Additional Information
Allergies: _________________________________
Current Medications: _________________________________
Primary Care Physician (if referral): _________________________________

