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Patient Registration Form

  ______________________________         ______________        _________     _____  

Name   Last                          First                       M.I.      Social Security Number      Date of Birth          Age

______________________________________         ________________________             _______________

                        Street Address                                                   City/State                                       Zip Code

__________________________     __________________________     __________________________
       Area Code/Home Phone


Area Code/Work Phone

Area Code/Cell Phone

	     Gender

( Female
( Male
	        Race

( African American
( Caucasian
( Hispanic

( Other ________

	   Marital Status

( Married
( Single
( Divorced

( Widowed


	   Military Status

( Active Duty
( Veteran
( Retired

( Dependent


	 Employment Status

( Employed
( Self Employed
( Retired

( Unemployed



	      Disabled

( Yes
( No
	
	
	
	


Emergency Contact: ___________________________________    ________________    ___________




Last Name                     First Name     

         Relationship   
           Phone #

	Gross Monthly Income
	
	Assets
	
	Medical Expenses NOT covered by insurance or other third party

	Source
	Patient ($)
	Spouse/

Other ($)
	
	Source
	Value ($)
	Monthly Interest of Income ($)
	
	Source
	Monthly Expenses ($)

	Wages/Salary
	
	
	
	Checking/Savings
	
	
	
	Doctor
	

	Pension
	
	
	
	Stocks/Bonds/CDs
	
	
	
	Lab/Other
	

	Social Security
	
	
	
	IRA
	
	
	
	Medications
	

	SSI
	
	
	
	Annuities
	
	
	
	Total ($)
	

	Disability
	
	
	
	Other: ________
	
	
	
	
	

	Unemployment
	
	
	
	Total: ($)
	
	
	
	
	

	Other: _____
	
	
	
	
	
	
	
	
	

	Total Monthly Income ($)
	
	
	
	# of Persons dependent on this income: ________
 
	


Medical Coverage: Insurance Name: ______________________  Policy Number: __________________

	 Active  Pending
	 Active  Pending
	 Active  Pending

	   (    (  Employer Insurance  

  (    (  Medicare 
	   (    (  Private Insurance  

  (    (  VA
	   (    (  Medicaid/MI-Child  

   (    (  Other: _____________ 


Medication Coverage:  ( Yes  ( No   If you have medical coverage, please explain: ______________________
____________________________________________________________________________________

I certify that the above information is true to the best of my knowledge.  I understand that I may be asked for additional documentation in support.  I hereby authorize the Gary Burnstein Community Health Clinic to release this information to third parties, such as the diagnostic laboratories to bill my insurance should I have such available.  I also understand that my information will not be released to third parties for any other reason and that confidentiality will be maintained.

Signature: _________________________________________________

Date: _____________
Revised 06/10

