Glacier Family Medicine Clinic

Patient Registration

Patient's
Name: !
First M1 Last |
Maiting '
Address City State Zipi
Primary Secondary i
Comact number:(_ ) Contact number:( ) i
Birth date: Sex: MaleQFemaleQ  SSN:

Marital status: ~ Married O Single O Divorced O Widow/widower O  Other

Any known allergies :

Emplover: Occupation:

if patient is a minor:
Name ot

Parent/guardian: Relationship:
Address: Phone number:( 3

insurance coverage

Primary [nsurance; Secondary [nsurance:
Subscriber name: Subscriber name:

Subscriber employer: Subscriber employer:
Subscriber Birth date : Subscriber Birth date:

Emergency Contact
Name/Relationship: Phone number:

o lunderstand that | am ulimately responsible for all charges. T authorize my insurance
siniat company (s} to pay GFMC tor those charges I have not paid in full and which are filed by the
Clinic on my behalf. In the event that my insurance company(s) pav GFMC atee that has
already been paid. I undersiand tat [ will be promptiv reimbursed.
feonsent 10 wreatment by the providers at GEMC and authorize GFMC 1o release any medical
ity Information reguired by my insurance company or worker's compensation carrier for the
processing of any medical claims filed on my behalf,
Tacknowledge that I have reviewed GEFMC's Nuzice of Privacy Practices. which descnbe\ now
(sl medical information about me may be used and disclosed.

{ affirm that the above information is true and correct 1o the best of my knowledge. :
{initial) {

Patient/Guardian Signature : Date

Revised (11-05-2011
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