Patient Information Form

Patient Information

ISTERSVILLE
RURAL HEALTH CLINIC

Name (First, Middle, Last) Date of Birth Social Security Number Sex
Mailing Address City, State, & Zip

Physical Address (if different than above) City, State, & Zip

Home Phone Cell Phone

Employer Employer Address

Work Phone Marital Status: ~ Single - Married - Separated - Divorced - Widowed

Emergency Contact Name & Relationship Name of Spouse

Emergency Contact Phone

If patient is a minor please complete the follwing:

Father's Name Date of Birth Social Security Number

Address (if different than patient) Phone Number

Mother's Name Date of Birth Social Security Number

Address (if different than patient) Phone Number

Insurance Information

Name of Insured (First, Middle, Last) Date of Birth Social Security Number Sex

Mailing Address (if different than above)

Name of Insurance #1

Physical Address (if different than above)

Identification Number

Home Phone Group Number
Employer Patient's Relationship to Insured
Work Phone Current PCP (listed on insurance card)

Name of Insurance #2 (if applicable)

Identification Number

Name of Insured (First, Middle, Last)

Group Number

Mailing Address (if different than above)

Patient's Relationship to Insured

Physical Address (if different than above)

Employer

Home Phone

Work Phone

I certify that the above information is true and correct to the best of my knowledge.
1 understand and agree that | am ultimately responsible for payment.

Signature of Person Financially Responsible Date




