
Drs. Thomas Politzer & Crystal Kasper 

333 South Allison Parkway, Suite 120 Lakewood, CO 80226 

Phone: 303-989-2020 Fax: 303-980-5283 

 

PATIENT’S DEMOGRAPHICS:       Date:    

Last Name:      First Name:      Middle Initial:   

Street Address:     City, State, Zip:        

Date of Birth:     Email:         

Cell Phone:     Home Phone:        

Gender:  Male / Female   Significant other’s name (if applicable):     

Employer:     Work Phone:        

In case of an emergency, contact person not living with you:    Phone:    

 

INSURANCE: 

Primary Insurance:    Secondary Insurance:       

Vision Insurance:    Last 4 digits of your Social Security Number:    

 

Is the patient the Subscriber?     Yes / No If not, Subscriber’s Name:      

Subscriber’s Address:             

Subscriber’s Date of Birth:   Subscriber’s Home Phone:      

Subscriber’s Cell Phone:   Subscriber’s Work Phone:      

 

GUARANTOR’S INFORMATION: (Please complete below if the guarantor is not the subscriber) 

Last Name:     First Name:    Middle Initial:   

Street Address:     City, State, Zip:        

Date of Birth:     Home Phone:        

Work Phone:     Cell Phone:        

Guarantor’s #             

 

                                                     8/5/15 

 


