
Broomfield Medical Associates 
6363 West 120th Avenue, Suite 302, Broomfield, co 80020 

                                                                                                            Tel: 303-635-2225 
                                                                                       Lawrence Janowski, M.D., Internal Medicine 
 

 Patient Information 
 

Home Phone (___) _____________Cell Phone (___) _____________________ 
 
Name______________________________________ SS#/HIC/Patient I.D.___________________________________ 
              Last Name            First Name             Middle Initial 
Address_____________________________________________  E-mail_____________________________________ 
City ________________________________State___________ Zip_________________________________________ 
Sex: M F Age__________ Birth date: ___________  married    widowed    single    separated    divorced  
Patient Employer/ School _________________________ Occupation ______________________________ 
Employer/ School Address________________________ Phone (____) _____________________________ 
Whom may we thank for referring you? ______________________________________________________ 
In Case of an emergency who should be notified? ______________________________________________ 
 
                                                             PRIMARY INSURANCE 
Person responsible for the account___________________________________________________________ 
                                                          Last Name                              First Name                           Middle Initial 
Relationship to Patient ___________________Birth date_____________ SS#________________________ 
Address (if different from patient) __________________________________Phone (____) ______________ 
City _______________________ State ____________ Zip _______________________________________ 
Person Responsible Employed by __________________________ Occupation _______________________ 
Business Address ____________________________________Business Phone (____) _____________________ 
Insurance Company __________________________________________________________________________ 
Contract # ___________________ Group # _________________ Subscriber # ___________________________ 
Names of other dependents covered under this plan _________________________________________________ 
 
                                                              ADDITIONAL INSURANCE 
 
Is patient covered by additional insurance?         YES          NO 
Subscriber Name ____________________Birth Date_____________ Relationship to patient________________ 
Address (if different from patients) _______________________________ Phone (___) ____________________ 
City ____________________________State _________________Zip ______________________________ 

    Subscriber Employed by _____________________________________ Business Phone (___) _______________ 
    Insurance Company ________________________________________Soc. Sec. # ________________________ 
    Contract # ______________________Group #__________________Subscriber # ________________________ 
    Names of other dependents covered under this plan _________________________________________________ 

 
                                                                         ASSIGNMENT AND RELEASE 
 
I certify that I, and/or my dependent(s), have insurance coverage with ____________________________and assign directly to 
Dr. ________________________________all insurance benefits, if any, otherwise payable to me for services rendered. I understand 
Am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance 
submissions. The above named doctor may use my health care information and may disclose such information to the above –named 
Insurance company (ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits  

            payable for related services. This consent will end when my current treatment plan is completed or one year from the date signed 
below. 

 
 
______________________________________________________________________________ Date ________________ 
              Signature  
 
_________________________________________________________________________________________   ____________________ 
         Please print name                                                                                                                                                relationship to patient                 
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