
 
Scott T. Boyd, M.D., 380 Empire Road Suite 200, Lafayette, CO 80026, Ph. 303-926-7360 Fax 303-926-7359 

 
 
________________________________________________  _____________________  ___________________________ 
Name                                                              Date of Birth                      Social Security # 
 
____________________________________________________  _______________________________  _____________ 
Address        City, State                                                Zip 
 
____________________________  __________________________  ________________________   
Home Phone #                                 Work #                                          Cell # 
 
Is it ok for Pain Partners to leave detailed voice messages on the above phone numbers?         Yes        No 
 
_______________________________________________________ 
Email Address  
 
       Male         Female   Age______________ 
           
       Single           Married           Divorced          Separated          ________________________________ 

            (Spouse name) 
 
If under 21, parents name______________________________________________ Phone #________________________ 
 
Emergency contact ______________________  _________________  ________________________________________ 
         Name   Relationship                Address/phone number 
 
Occupation ____________________________________________ 
 
 Employer name/address/phone # 
______________________________________________________________________________ 
 
Do you currently have any litigation pending?_________________________________________ 
 
Referring Physician: ________________________   _______________________________________________ 
           Name                Practice 

___________________________________________________  _______________________________  
Address                                      Phone 

 
Primary Physician: ________________________   ________________________________________________ 
           Name              Practice 

___________________________________________________  _______________________________  
Address                                      Phone 

 
Current Specialist: ________________________   ________________________________________________ 
         Name             Practice 

___________________________________________________  _______________________________  
Address                                      Phone 

  
 What are they doing for you? __________________________________________________________________ 
New pt demographics (Rev 10/06/08) 



 

 
Scott T. Boyd, M.D., 380 Empire Road Suite 200, Lafayette, CO 80026, Ph. 303-926-7360 Fax 303-926-7359 

 
 

Insurance Information 
 

 
Patient’s Name: _______________________________ 

 
Primary Insurance Name: __________________________________________ Policy #_________________________ 
 
_______________________________________    ___________________   _______________________ 
Policy Holder’s Name                                Date of birth            Group #       
 
__________________________________________________________________________________________________ 
Policy Holder’s Employer Name, address, phone number 
 
__________________________________________________________________________________________________  
Insurance company address, phone #    
 
 
 
Secondary Insurance Name: ______________________________________________ Group # ___________________ 
 
_____________________________________________  __________________  ________________________________ 
Policy Holder’s Name                                          Date of birth                  Policy # 
 
_________________________________________________________________________________________________ 
Policy Holder’s Employer Name, address, phone number 
 
_________________________________________________________________________________________________  
Insurance company address, phone #    

 
 
 
 
 
 
 
 
 

AUTHORIZATION 
 
I certify to the accuracy of the above listed information.  I hereby authorize the release of any medical information 
necessary to process my health insurance claims.  I also request payment of insurance and/or Medicare benefits to Pain 
Partners, M.D., Scott T. Boyd, M.D.  A copy of this authorization may be treated as an original.   
 
Patient or Representative Signature: __________________________________________________ Date _____________ 
 
Relationship of Representative: _______________________________________________________________________ 

New pt demographics (Rev 10/06/08) 


