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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 
 
 



Section 2 – 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 3 – Insurance Information
DO YOU HAVE ANY INSURANCE?                Yes              No      
 

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

Insurance Carrier: _______________________________________________              Subscriber ID: ____________________________________

Policy Holder: ___________________________________________________               Relationship to Insured: _________________________
  
[bookmark: _GoBack]Section 4– Communication Preferences              
 

WOULD YOU LIKE TO RECEIVE REMINDERS FROM PRACTICE?                   YES               NO 

Email Address: _____________________________________________________________
Can you access the Internet? 	Yes     	No 
 



Section 5 – 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.  
                
    RETIRED     SOCIAL SECURITY      SSDI       UNEMPLOYED       FULL TIME       PART TIME       MIGRANT       SEASONAL 

Employer Name: _________________________________________________________________________________________________

Employer Address: _______________________________________________________________________________________________                                            

Employer Phone Number: ________________________________________________________________________________________ 

ARE YOU A VETERAN OR CURRENTLY SERVING IN THE MILITARY?         No            Yes	


Section 6 – OPTIONAL - Ethnicity, Race, Language, Homeless 

The Indian Family Health Clinic collects data in relation to ethnicity, race, language, homelessness, migrant worker status, household size and income for federal reporting purposes.  The Indian Family Health Clinic also uses this data to aid in maintaining the current level of services we provide, to procure additional funding when available to enhance already existing services and/or add additional services. You are not required to answer these questions and you can decline to answer them.

RACE:
                                                                                  
                  Declined to Answer                   American Indian/Alaskan Native                            White                                                                                                                                                                                                                                                                                              
                                                                                                                                                                                      
                  Black/African American            Native Hawaiian/South Pacific Islander               Unknown
      
ETHNICITY:
              White                                             Declined to Answer                                  Not Hispanic or Latino
               Asian                                             Hispanic or Latino                                      Unknown


PRIMARY LANGUAGE SPOKEN: _________________________ OTHER LANGUAGE(S) SPOKEN: _______________________

Preferred Language: _______________________________   _   Interpreter Required?               Yes                No

Are you currently homeless?              No                   Yes 

I understand the information given by me and/or collected is necessary for the Indian Family Health Clinic to provide services for my health care and well-being, furthermore; I have been informed that my health records shall not be disclosed to any other agency or person.  I certify the information given in this application for medical services provided at the Indian Family Health Clinic is true and accurate to the best of my knowledge.


Patient/Client Signature: _____________________________________________________________     Date: _____________________

Relationship to Patient if completed by third party: _______________________________________________________________
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