
Coeur D’Alene Spine and Brain, PLLC 
(208) 765-9100 

 
Jeffrey J. Larson, M.D.    Michael Ludwig, M.D. 

                     Mary Eggleston-Thompson, PA-C            
 
Date ______________  Referring Physician____________________________________ 
 
Family Physician:_____________________________  Phone: _______________________________ 

 
 

 
Patient Name _______________________________________________________________________ 
   First   MI    Last 
 
Address ___________________________________________________________________________ 
       City   State  Zip 
 
Home Phone (      ) _____________________  Cell/Work (     ) _______________________________ 
 
SSN _________________________________   Date of Birth _________________ Age ___________ 
 
Sex: ______ Male _______ Female        Marital Status _______________________________ 
 
Employer ______________________________  Occupation _________________________________ 
 
Employers Address __________________________________________  Phone # ________________ 
 
Complete if patient has insurance coverage through someone other than their self 
or is a dependent: 
 
Responsible party:  __________________________________________________________________ 
 
Relationship to patient ___________________________  Phone # _____________________________ 
 
Spouse’s Name (if Applicable):_________________________________________________________  
 
Spouse’s Date of Birth ____________________   Spouse’s SSN ______________________________ 
 
Spouse’s Employer __________________________________________________________________ 

 
 

 
Is this visit a result of an injury?    Yes/No       Date of Injury ___________________ 
 
Is this work related?   Yes/No               Other ________________________________ 
 
forms/Reg form Revised 9/08 


