KACHINA FAMILY PRACTICE
REGISTRATION FORM

Please print

Today's Date S Dr's Name ‘ ‘

Patient's Information

Last Name ‘ ‘ First Name ‘ ‘ MI ‘ ‘
Birth Date :| Sex: (OMale (QFemale SS Number‘ ‘
Race

Owhite OAsian O3lack/African American O\Iative Hawaiian/Pacific Islander OAmerican Indian/Alaskan Native ODeclined to report
Ethnicity ONot Hispanic/Latino OHispanic/Latino ODeclined to report
Marital Status OSingle OMarried OSeparated ODivorced OWidowed OPartnered

Preferred Language OEnglish OSpanish OOther: |:| ODeclined to report

Preferred Method of Communication OTelephone, at this number:

‘ OOnline via WebView

Address‘ ‘ Apt#z
City | | State] | ZipCode| |

Home Phone‘ ‘ ‘Work Phone‘ ‘ext.‘ ‘
Cell Phone‘ ‘ Email Address‘ ‘
Employer's Name‘ ‘ Occupation‘ ‘

Guarantor Information
(primary card holder on insurance)

Last Name ‘ ‘ First Name ‘ ‘ MI ‘ ‘

Birth Date :| Sex: (OMale (QFemale SS Number‘ ‘
Address ‘ ‘ Apt# :|
City | | State] | ZipCode| ]

Home Phone ‘ ‘ Work Phone‘ ‘ ext. ‘ ‘

Cell Phone ‘ ‘ Email Address ‘ ‘

Employer's Name ‘ ‘

Emergency Contact for Patient
Name‘ ‘ Phone‘
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