
 

 

SHAUNA NORTON, APRN, PLLC 
9103 South 1300 West, Suite 103 

West Jordan, UT 84088 
Phone (801) 748-1477  Fax (801) 606-7731 

 
Patient Information 

Patient Information - Please complete all information - PLEASE PRINT  

Client Name____________________________________________________ Date of Birth______________________ Age _____ 
Home address___________________________________________________ Social Security #_____________________________ 
______________________________________________________________ Marital Status  S    M    D    W    Living as Married 
Home Phone__________________ Cell Phone_________________________   Sex  M/F 
May I contact you at home?    Yes / No          May I leave a message for you at your home? Yes/No  
Name of Spouse_________________________________________________ Date of Birth______________________ Age______ 
Home Address (If different) ________________________________________ Social Security #_____________________________ 
 _______________________________________________________________ Phone_____________________________________         
 
Do you have an email address?   Yes/No        May I contact you by email?  Yes/No     My email address is:  

Employment Information 

Name of Employer______________________________________________ Phone_____________________________________ 
Address____________________________________________________________________________________________________ 
May I contact you at work?   Yes/No     Do you have a confidential voice mail at work that I can leave a message on ?  Yes/No? 
________________________   

Insurance Information - please fill out completely    

Name of person responsible for payment ___________________________    Relationship to client_________________________ 
Address _______________________________________________________    Phone______________________________________ 
______________________________________________________________ 
Name of Insured________________________________________________ Date of Birth________________________________ 
Home Address__________________________________________________ Social Security #_____________________________ 
______________________________________________________________ Relationship to Patient________________________ 
 
Insurance Company______________________________________________ Group #____________________________________ 
Address of Insurance Co. _________________________________________ Phone #____________________________________ 
______________________________________________________________ 
Employer______________________________________________________ Phone#____________________________________ 
Address____________________________________________________________________________________________________ 
 
Secondary Insurance ____________________________________________ Phone#____________________________________ 
Address_______________________________________________________ Group #___________________________________ 
Name of Insured________________________________________________ Date of Birth________________________________ 
Address_______________________________________________________ Social Security #_____________________________ 
Employer______________________________________________________ Phone#____________________________________ 
Address_______________________________________________________  
 

EMERGENCY CONTACT  INFORMATION 

Person to contact in case of emergency_____________________________Relationship to client_____________________________ 
Address____________________________________________________________________________________________________ 
Home phone_____________________Cell Phone_____________________ Work phone___________________________________ 
 
I have read and signed the professional services agreement and agree to the terms of treatment and financial obligations outlined therein.  
      
Client Signature______________________________________________    Date_____________________________________ 
 
 
 


