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________________________________________________________           __________           __________/_________/_______ 
Last Name   MI       First Name                Sex                                          Date of Birth                    
 
________________________      ______________________________________ ___________________ _______ _____________ 
Social Security Number                 Street Address   City               State        Zip 
 
________________________________           (_______)________-________           (_______)________-________   ____________ 
Email                                                                           Cell Phone #   Alternate Phone #    Phone type 
______________________________________________ 
Preferred Language 

             
��  Former Medical Provider: 
��  Current Medical provider: ____________________________________________________________________________________ 
                         Physician Name                  Phone Number                                 Facility/Medical Center 
��  Former Dental Provider: 
��  Current Dental Provider: _____________________________________________________________________________________ 

Physician Name                  Phone Number                                 Facility/Medical Center 
 

Emergency Contact: 
 
1st  
    First/Last Name     Relation to patient    Phone Number  

 
2nd  

    First/Last Name     Relation to patient    Phone Number  
 

I certify that the above information is true to the best of my knowledge.  I understand that I may be asked for additional 
documentation to support the information provided above.  I hereby authorize GBCHC to release information to appropriate third 
parties as a continuation of the care received at the clinic. I also understand that my information will not be released to those other 
than the responsible party and entities which I have written consent. 

 
Patient Signature: ____________________________________________________ Date: __________________ 

Race/Ethnicity (Choose up to 2): 
��  Black or African American 
��  White or Caucasian  
��  American Indian or Alaskan Native 
��  Native Hawaiian or Pacific Islander 
��  Asian 
��  Hispanic/ Latino 
��  Middle Eastern or North African Descent  
��  Other_______________________   
 

Employment Status: 
��  FT                                      ��  Retired 
��  PT                          ��  Self Employed     
��  Unemployed        
 
Income:  
 
$______________ yearly 
 
Number of person living in  
household is: __________ 
                         

Marital Status: 
��  Married                   ��  Single 
��  Divorced                 ��  Widowed 
��  Domestic Partner  ��  Separated 
 
Disabled:           Military Status: 
��  Yes                    ��  Active Duty 
��  No                     ��  Veteran 
                               ��  Retired             
Homeless:         ��  None 
��  Yes                     
��  No                                                    

Medical Coverage:  
��  Yes   ��  No  
If yes please specify: __________________ 
 
____________________________________ 
 
____________________________________ 

Religion: 
��  Christian        ��  Jewish  
��  Islam              ��  Buddhist  
��  Hindu             ��  Catholic  
��  Chaldean       ��  LDS 
��  Other ___________________ 
 

Referred By: 
��  Hope Center  ��  Other Shelter  ��  MPRI    
��  Online    ��  211    ��  Family/Friend  
��  Food Distribution 
Hospital/Medical Facility: 
��  Henry Ford  ��  Beaumont  ��  St. Josephs 
��McLaren ��  Other__________________ 
 

Patient Registration Form 
 


