
 
 

 

E. Ripoll, MD- J. Bird, PA- T. Bunn, LAc 

3434 47th St, Ste 101  

Boulder CO 80301 

Tel:  303 565 3889  Fax: 303 444 0838 

www.rmcam.com 

 
Please print all information in the spaces provided:  

 

Last Name ________________________________ First Name _______________________ MI ______  

Your email address (Will not be shared) _______________________________________________________  

Home Address ___________________________City__________________ State______ ZIP_________  

Home Phone_________________ Work Phone ___________________ Cell Phone ________________  

Marital Status _________________ Date of Birth _____________________ Sex: ____________  

Employer Name _______________________________ Occupation _____________________________  

Employer Address__________________________ City______________________ State__________  

Social Security Number ______________________  

 

Who is your primary care physician? 

____________________________________________________________________________________  

Who may we thank for referring you to us ? It this a physician? Yes No  

Please include Name and phone # ________________________________________________________  

 

Emergency contact information: Name: ___________________________________________________  

Phone number ______________________ Relationship ____________________________________  

 

I hereby accept responsibility for payment for any service(s) provided to  

I agree to pay at the time the service is rendered.  

I will pay by (check one) Cash Check Credit card  

_________________________________________ ___________________________  

Signature of patient or guardian Date  

 


