
BlueMountainRanch.com 

P. O. Box 146 • Florissant, CO 80816 

E-mail: camp@bluemountainranch.com 

Phone: 719-748-3279 

Fax: 719-748-3472 

__________________________________________________________________________________________________ 

Insurance Information Worksheet 
Please make a copy of insurance card and send in with form. 

 

PATIENT/GUARDIAN EMPLOYER INFORMATION: 

Patient/Guardian Employer: _______________________________________________________________ 

Address: _________________________________________________________________________________ 
  Street address    City/State     Zip 

Job Title: _________________________________________ Work Phone: ___________________________ 

 

GUARANTOR INFORMATION: The Guarantor is the person responsible for the bill. 

Name: _______________________________________________________ Relationship: _______________ 
             Last name   First Name         Middle Initial 

Date of Birth: _____________________________ Social Security Number: _________________________ 

Employer: _______________________________________________________________________________ 

Employer’s Address: ______________________________________________________________________ 
        Street Address                                                       City/State                                        Zip 

Job Title: ___________________________________________ Work Phone: _________________________ 

Home Address: _____________________________________ Home Phone: _________________________ 

 

INSURANCE INFORMATION: Please provide us with a copy of your insurance card. 

Primary Insurance Holder: ___________________________________________ Date of Birth: _________ 
                                                  Last name                          First name               Middle Initial 

Insurance Company Name: ________________________________________________________________ 

Address: _________________________________________________________________________________ 
                  P. O. Box/Street address                                                                    City/State                                         Zip 

Group Name (Employer): _____________________________________ Group Number: _____________ 

Social Security Number: _________________________________ ID Number: ______________________ 
 

Military Insurance Information: 

Company: _________________________________________________________ Rank: ________________ 

Effective Date: ________________________________________ Expiration Date: ____________________ 

Retired:     Yes    No 
 

For Compensation Insurance: 

Supervisor’s Name: ______________________________________ Phone: __________________________ 
 

Secondary Insurance: 

Insured’s Name: __________________________________________________________________________ 
                                Last name                                                         First name                                                 Middle Initial 

Insurance Company Name: ________________________________________________________________ 

Address: _________________________________________________________________________________ 
                  P. O. Box/Street address                                                      City/State                                                        Zip 

Group Name (Employer): _________________________________ Group Number: _________________ 

Insured’s Social Security Number: ___________________________ ID Number: ___________________ 
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