
F A M I L Y  M E D I C I N E  P A R T N E R S 

of Sant! Fe
Please complete this important intake information for your records. !!

First Name: __________________ Middle: ________ Last Name: _________________________!
Preferred Name (if different from above): ___________________________ 
 
Date of Birth: ________________________!
Social Security Number: _________-_______-_________!
Primary Language: _______________________!
Marital Status: ___________________________!
Race: _____________________ Ethnicity (Hispanic or Non-Hispanic): ____________________!
Religion: ________________________________!
Address: __________________________________________________________________________ !
City: _______________________________ State: ______ Zip: _______
 
Home Phone: ______________________ Work: ___________________ Cell: _________________
     (Please circle your primary number)
Email: ___________________________________________!
Insurance Name: ___________________________________________!
Primary Care Provider: ______________________________________!
Preferred Pharmacy: ________________________________ Do you give us permission to 
access your insurance benefit information to obtain your medication list? ____________!
Employer: ___________________________________ Occupation: _________________________!
Emergency Contact: ________________________ Phone: _____________ Relation: _________

Family Medicine Partners of Santa Fe, P.C. 
 1414 Luisa Street, Santa Fe, NM  87505      Phone (505) 930-5040      Fax (505) 930-5041 

www.familymedicinepartners.com

http://www.familymedicinepartners.com

