
WELCOME 
Dr Loren K Hansen 

3885 S Decatur Blvd #1080, Las Vegas, NV  89103 
(702)873-8955  Fax: (702)873-6512 

PATIENT INFORMATION: 
 
Date_______________________________  How were you referred to us?____________________________________ 
 
Name____________________________________________________________________________________________   
 Last Name   First Name           Middle Name             Nick Name 
 
Address______________________     ____ __ __________ ____ _Apt #_____        ___City:_____________________ 
 

State__________________ Zip___________________ Birthdate ___________________________   Sex:  M   F 
 
Home Phone_________________________ Cell Phone_______________________ Work Phone__________________ 
 
E-Mail________________________________________ Social Security #_____________________________________                   
 

Marital Status: Married  Widowed  Single  Minor (Age)_____  Divorced Partnered____years 
 

Patient   Parent Name________________________ Birthdate______________ Occupation____________________ 

 
Patient / Parent Employer________________________________ Social Security #_____________________________ 
 
Employment Address___________________________________________ Employment Phone___________________ 
 
Spouse or 2nd Parent Name______________________ Birthdate ______________ Occupation___________________ 
 
Spouse / 2nd Parent Employer____________________________ Social Security #_____________________________ 
 
Employment Address___________________________________________ Employment Phone ___________________ 
 
Emergency Contact _______________________ Relationship ________________  Phone _______________________ 
 
 
FINANCIAL & INSURANCE INFORMATION:         PLEASE PROVIDE CARDS FOR US TO COPY 
 
 
Who is responsible for this account? _____________________________________Relationship___________________ 
 
Primary Insurance Co. ___________________________________ Policy #___________________________________ 
 
Subscriber Name  _________________________________________ Relationship to Patient_____________________ 
 
Group #/ Employer Name _______________________________     Subscriber Date of Birth _____________________ 
 
 
Secondary Insurance Co. ___________________________________Policy #__________________________________ 
 
Subscriber Name _________________________________________ Relationship to Patient _____________________  
 


