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• Registered Dietitian • Board Certified Specialist in Sports Dietetics• 
•Eating Disorders Specialist •



8119 Shaffer Parkway, Suite A-106 • Littleton, CO 80127 • Phone 303.949.1177 • Fax 303.933.8882
******************************************************************************************
PATIENT DEMOGRAPHIC INFORMATION
(THIS INFORMATION IS TO BE UPDATED YEARLY OR WITH ANY INFORMATION CHANGES)

PATIENT INFORMATION
Patient Name: ______________________________________________ 
Date of Birth: ________________________ Age: ______ GENDER:   M    F      Marital Status:    S    M    D    W 
Language Preference if not English: ____________ Other communication issues? N __ Y __ (what?) ________________
Street Address: ______________________________________________________ Apt. No.: __________________
City: ____________________________________________________ State ___________ Zip Code: ___________
Home phone: (_____) _________________________ Work phone: (_____) ____________________________
Cell/Pager number: (______) ___________________ Email Address: ____________________________________

GUARANTOR/PARENT INFORMATION
Emergency Contact Name: ___________________________ Emergency Contact Phone: (______) _____________
Responsible Party Name: _____________________________________ ____________________ _____________
                                                                        (Last) (First) (Middle)
Relationship to Patient: _____________________________ Responsible Party Date of Birth: __________________
Guarantor’s Address: _________________________________________________ Apt. No.: __________________
City: ____________________________________________________ State ___________ Zip Code: ____________
Home phone: (_____) _________________________ Cell/Pager number: (______) _________________________
Employer’s Name: _____________________________________________ Work Phone: (_____) _____________
Employer’s Address: ___________________________________________________________________________
City: ____________________________________________________ State _________ Zip Code: ____________


PATIENT’s INSURANCE INFORMATION *Please provide Insurance Card and Photo ID 
Company’s Name: ______________________________________________________________
Insurance Address: _____________________________________________________________________________
City: ____________________________________________________ State ___________ Zip Code: ____________
Phone Number (____) ______________
Name of Policy Holder: _________________________________________Date of Birth: _____________________
Insurance ID Number: __________________________________ Group Number: ___________________________
Phone Number for Provider: _____________________________  Fax: ____________________________________

Secondary Insurance Company’s Name: ___________________________________________________________
Insurance Address: _____________________________________________________________________________
City: ____________________________________________________ State ___________ Zip Code: ____________
Phone number (____) ______________
Name of Policy Holder: _________________________________________Date of Birth: _____________________


PATIENT’s REFERRAL INFORMATION
Primary Care Physician ______________________________________________ Phone (_____) _______________
Address _________________________________________ City ____________________ State ______ Zip ______
Referring Physician _________________________________________________ Phone (_____) _______________
Address _________________________________________ City ____________________ State ______ Zip ______

Please Read and Sign Both Sides of this Form:
I hereby authorize my insurance benefits to be paid directly to Christina Scribner.   I understand and am responsible for all
charges including my added costs incurred due any effort to collect for services rendered. I realize I am responsible to pay for
non-covered services and I hereby authorize the release of pertinent medical information to insurance carriers.

Signature of Responsible Party: ______________________________________________ Date: _______________

IMPORTANT OFFICE POLICIES
RELEASE OF MEDICAL INFORMATION
I authorize Christina Scribner and Encompass Nutrition LLC to release the medical
records concerning my son/daughter/self to any physician, hospital, or agency involved in the
care of the patient listed or collection of fees.

ASSIGNMENT OF MEDICAL BENEFITS
Top of Form
I authorize my insurance carrier to assign all medical benefits, if applicable, to
Bottom of Form
Christina Scribner and Encompass Nutrition LLC. I also authorize release of treatment
information necessary to process all medical insurance claims and collection of fees.

PAYMENT POLICY 
Top of Form
The initial visit is longer and runs approximately 60-90 minutes, other visits may be shorter or longer, so are pro-rated.  Telephone visits are charged at the normal rate.  All medical services provided are directly charged to the patient or responsible party. Payment is expected in full upon receipt of statement or payment arrangements must be made. I understand that a $30/month late fee and collection fees may be applied to accounts overdue 90 days.

INSURANCE 
See insurance information form.

CANCELLATION POLICY
24 hours notice is required prior to the appointment to avoid cancellation fee except in documentable emergency. $50.00 will be charged for the first “no show”appointment, to be collected on or before the next appointment. Subsequent “no shows” or “late cancels” will be billed at the regular rate.
Bottom of Form

REFERRAL POLICY
I understand that it is my responsibility to obtain a referral through my primary care physician’s
office if required by my insurance company. Failure to do so will result in charges being billed
directly to myself.

I HAVE READ, UNDERSTAND, AND AGREE TO ABIDE BY THE ABOVE RELEASE
OF MEDICAL INFORMATION, PAYMENT, AND OTHER OFFICE POLICIES.

[bookmark: _GoBack]Signature of Responsible Party (Insurance Guarantor): _____________________________________ 
Date: ______________________
8119 Shaffer Parkway, Suite A-106, Littleton, CO 80127, Phone: 303-949-1177, Fax: 303-933-8882

image1.png
EnCémpass

NUTRITTION




