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	IFHC
	PATIENT REGISTRATION

OFFICE USE ONLY:  NEW CLIENT: 	UPDATE: 	MEDICAL RECORD # Section 1 – Personal Information



Name: ______________________________________________________________________________________________________
            LAST NAME				FIRST NAME			  MIDDLE NAME			SUFFIX

OTHER NAMES USED: ________________________________________________________________       SEX:  M       F     OTHER

Date of Birth: __________________________ Age: __________  Social Security #: __________-________-__________

Tribal Affiliation: _________________________________________________________________________________________
Enrolled:  	Yes – Enrollment Number: ________________________________________________________________                    	No – If no, are you a descendant:            Yes       No

Address: __________________________________________________________________________________________________
                Street Number or PO Box Number		     City			               State			Zip Code

Present County: _______________________________________________________________________________________
 Preferred                Home:  (______)_____________________                        Cell: (_____  _)_____________________________________
Telephone:              Message: (_______) _________________________            Work: (____  _)_____________________________________ 


Marital Status:        Single        Married         Separated        Divorced         Widowed/Widower 
 
 


Birthplace: _______________________________________________________________________________________________
                                       City/Township	            State
			
Section 2 – Reminders

HOW WOULD YOU LIKE TO RECEIVE REMINDERS?           Telephone          	      Mail 
 
 
 

Can you access the Internet? 	Yes     	No
If yes, how do you have access?     Home      Health Care Facility      School       Work       Library       Mobile Device 
 
 
 
 
 

Please mark all that apply.
Section 3 – Family Information

Father’s Name: ____________________________________________ Birthplace: ___________________________________

Mother’s Maiden Name: ___________________________________ Birthplace: ___________________________________
	
Section 4 – Insurance Information
DO YOU HAVE ANY OF THE FOLLOWING FORMS OF INSURANCE?  
 

     Medicare:        Yes      No     Railroad Insurance       Yes         No     Other:                Yes       No 
 
 
 

      Medicaid:    Yes      No     Private Insurance:        Yes         No     Retirement:       Yes       No 
 
 
 
 
 

If yes, please provide the following information and present your card.  Thank you.

Policy Name: __________________________________Policy Number: ___________________ Effective Date:___________________Relationship
 to Insured: __________________________


Policy Holder Name: __________________________Policy Holder D.O.B._______________ 

Group Name: _______________________________________  Group Number: _________________________________________________
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