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                      IFHC
                      PATIENT REGISTRATION
	
Section 5 – Emergency Contact Information

Emergency Contact: ____________________________________ Relationship to YOU: _________________________
                                                                         LAST NAME                                       FIRST NAME

Address: ______________________________________________________________________________________________________
                                 STREET NUMBER OR PO BOX                                           CITY                                                             STATE                            ZIP CODE

Telephone: (______   _) ______________________________
                    AREA CODE


Section 6 – Employment Information
If you are a parent or guardian completing this application for a minor dependent, please provide employment information as the guarantor of your dependent .  
      If you are currently employed/unemployed,  please check one of the following situations which apply:  
                
                   RETIRED       SOCIAL SECURITY         SSDI           UNEMPLOYED         FULL TIME         PART TIME

Employer Name: _________________________________________________________________________________________________________________________


Employer Address: ______________________________________________________________________________________________________________________
                                                 

Employer Phone Number: _______________________________________________________________________________________________________________  

Total Number of People Currently Residing in Your Household: ______________________________________________________________________

Total Yearly Household Income Of All Residents: __________________________________________________________________________________
 
Please indicate if income is either: 
                 
	Weekly               Bi-Weekly            Monthly            Yearly



ARE YOU CURRENTLY WORKING AS A MIGRANT WORKER?             No            Yes
(If yes, please provide the following information):
              Migrant Agricultural Worker                 Migrant Agricultural Worker (Seasonal) 




Section 7 – Veteran Information:
ARE YOU A VETERAN OR CURRENTLY SERVING IN THE MILITARY?         No            Yes	

       No (If no, skip to the next section)                    Yes (If yes, please provide the following information):
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