
PATIENT REGISTRATION 

Signature

 

of Patient/Guardian:

 

 

  

Date: 

   

 

 

 

 
DEMOGRAPHIC INFORMATION 

 

LAST NAME:    

 
 
FIRST NAME:    

 
 
MI:    

 

DATE OF BIRTH:    (mm/dd/yyyy)   SEX:    
 

RACE:    
 

SOCIAL SECURITY #:   
 

ETHNICITY:    
 

ADDRESS 1:    
 

ADDRESS 2:    
 

CITY:    
 

STATE:   
 

ZIP:    
 

LANGUAGE:    
 

LANGUAGE COUNTRY:   
 

MARITAL STATUS:       SINGLE  MARRIED ! PARTNER  DIVORCED  WIDOWED 
 

 PREGNANT (check if applicable)  NURSING (check if applicable) 
 

Whom may we thank for referring you to our practice?    
 
CONTACT INFORMATION 

 

HOME PHONE:    WORK PHONE:    

 
 
EXT:   

 

CELL PHONE:    EMAIL:    
 

 
EMERGENCY CONTACT INFORMATION 

 

CONTACT FIRST NAME:    CONTACT LAST NAME:    

CONTACT HOME PHONE:     CONTACT CELL PHONE:    

RELATIONSHIP TO PATIENT:    CONTACT ADDRESS:    
 

CITY:    
 

STATE:    
 

ZIP:    
 

PRIMARY CARE / OTHER PHYSICIAN 
 

PHYSICIAN NAME:    

 
 
PRACTICE NAME:    

 

ADDRESS:    
 

CITY:    
 

STATE:    
 

ZIP:    
 

 
PHARMACY NAME:    PHARMACY PHONE:    

 

PHARMACY LOCATION:    
 

By signing below, I attest that the information provided above is true and accurate 



Signature

 

of Patient/Guardian:

    

Date: 

   

 

 

INSURANCE INFORMATION 
 

 
PRIMARY INSURANCE 

 

INSURANCE COMPANY:    

 
 
CO-PAY:    

 

GROUP #:        SUBSCRIBER #:       

INSURED FIRST NAME:         LAST NAME:      MI:       

SOCIAL SECURITY #:       DOB:     RELATION TO PATIENT:       

ADDRESS:     CITY:        STATE:    ZIP:      

PHONE #:    EXT:    

ADVANCED DIRECTIVE? ! YES NO   WHERE IS IT FILED?   (what medical facility?) 
 

INSURED EMPLOYED BY:    
 

BUSINESS ADDRESS:    
 

CITY:    STATE    ZIP:   BUSINESS PHONE #:    
 
ADDITIONAL INSURANCE 

 

IS THE PATIENT COVERED BY ADDITIONAL INSURANCE?  YES ! NO 
 

INSURANCE COMPANY:    
 

CO-PAY:    
 

GROUP #:       SUBSCRIBER #:       

INSURED FIRST NAME:        LAST NAME:      MI:       

SOCIAL SECURITY #:      DOB:      RELATION TO PATIENT:       

ADDRESS:    CITY:        STATE:    ZIP:      

PHONE #:     EXT:      

INSURED EMPLOYED BY:    
 

BUSINESS ADDRESS:    CITY:     STATE    ZIP:   

BUSINESS PHONE # :     

` EMPLOYMENT STATUS:   Employed Unemployed Full Time Student Part Time Student Retired 
 

LAST DEGREE EARNED: HIGH SCHOOL COLLEGE  ! GRADUATE SCHOOL 

OCCUPATION:    BUSINESS NAME:    

BUSINESS PHONE:     
 
DRIVERS LICENSE #:    STATE ISSUED:    

 
IS THIS AN ACCIDENT? DATE OF INJURY IS THIS A MOTOR VEHICLE ACCIDENT? 

 

 YES  NO    
 

 YES  NO 
 

YOUR INSURANCE CARD AND PHOTO ID ARE REQUIRED AT THE TIME OF YOUR VISIT 
By signing below, I attest that the information provided above is true and accurate 



Signature

 

of Patient/Guardian:

    

Date: 

   

 

 

NTC COMMUNITY CLINIC 

HEALTH INFORMATION CONSENT 

 

 

I understand that as part of my healthcare, the NTC Community Clinic originates and maintains health records 
describing my health history, symptoms, examination, test results, diagnoses, treatment, and plans for future care or 
treatment. 

I understand that the NTC Community Clinic uses and discloses protected patient health information to provide 
treatment, to obtain payment, and for health care operations, including administrative purposes. I further understand 
NTC Community Clinic complies with federal and Alaska state law regarding privacy protection and/or disclosure of 
the patient's protected health information. By signing below, I consent to such use and disclosure of the protected 
patient's health information. I also consent to the use and disclosure of the patient's health information from which all 
identifying information has been removed. 

Today, I have received a copy of the NTC Community Clinic's Notice of Information Practices as to how my protected 
health information may be used and disclosed. I understand that the NTC Community Clinic may change its information 
practices, but before doing so, a new Notice will be posted in the waiting area and each examination room. I may also 
contact the NTC Community Clinic Tribal Health Director at 907.567.3970 extension 2301 at any time to request a 
copy of the Notice. 

I understand that I have the right to revoke this consent, in writing, except where  NTC Community Clinic has already 
made disclosures in reliance on my prior consent. 
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