
MMeeddiiccaall  AAssssoocciiaatteess  ooff  NNoorrtthheerrnn  NNeeww  MMeexxiiccoo,,  PPAA  
3917 West Road, Suite A,Los Alamos, NM 87544 

Tel: (505) 661-8900 
Fax: (505) 661-8916 

URL: www.mannm.com 
 

Patient Information 

In order to serve you properly, it is important to have the following information.  Please print.  All information 
will be confidential. 
Today’s Date: ____________________   (mm/dd/yy)                                                    Patient No. _____________________________ 

Patient’s Name: ________________________________________________________________SSN: _______- _____- _________ 

Male  Female  Date of Birth: ______________________ Home Phone: ________________________ 

Mailing Address: ___________________________________________   City: ________________    State: ______  Zip: __________ 

Home Address (if different): __________________________________   City: ________________    State: ______  Zip: __________ 

Check Appropriate Box:   Minor            Single            Married            Separated            Divorced            Widowed 

Patient’s Employer: _____________________________________________________ Work Phone: ________________________ 

Spouse’s or Parent’s Name: ____________________________   Employer: ______________________  Home Phone: ____________ 

Referring MD: ___________________________________          PCP: __________________________________________________ 

Emergency Contact: ______________________   Relationship: ___________   Home Phone: __________  Work Phone: __________ 

RESPONSIBLE PARTY (If different from patient) 
Name of Person Responsible for This Account: _______________________________________    Relationship to Patient: _________ 

DOB: _______________________________     SSN: _________ - ______ - _________ 

Mailing Address: ________________________________________    City: _________________   State: ______   Zip: ____________ 

Home Address (If different): ___________________________________    City: _______________   State: ______   Zip: __________ 

Employer: __________________________________________   Work Phone: _________________    Home Phone: ______________ 

INSURANCE INFORMATION 
Insurance Company: _________________________________________    Group #: _________________    ID #: ________________ 

Address of Insurance Company: _________________________________________________________________________________ 

          Check here if all the information below is the same as “RESPONSIBLE PARTY.” 

Name of Insured: _____________________________   Relationship to Patient: ________   DOB: __________   SSN: ____________ 

Name of Employer: __________________________________________   Work Phone: _________________ 

DO YOU HAVE ANY ADDITIONAL INSURANCE? YES     NO   If “Yes”, please complete the following. 
Insurance Company: _________________________________________    Group #: _________________    ID #: ________________ 

Address of Insurance Company: _________________________________________________________________________________ 

Name of Insured: _____________________________   Relationship to Patient: ________   DOB: __________   SSN: ____________ 

Name of Employer: __________________________________________   Work Phone: _________________ 

PLEASE LIST MEDICATION ALLERGIES: _________________________________________________ 

WHAT KIND OF REACTIONS? ____________________________________________________________ 
 
I authorize release of any information concerning my (or my child’s) health care, advice and treatment provided for the purpose of 
evaluating and administrating claims for insurance benefits.  I also authorize payment of insurance benefits directly to Medical 
Associates of Northern New Mexico. 
 
 
________________________________________________ 

Signature of Patient, or Parent, if Minor 
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