CENTRAL VALLEY INDIAN HEALTH
PATIENT REGISTRATION FOR NON-INDIAN PATIENTS
	Date of Registration: 


	Clinic:
	Date of Birth:
	SSN:
	Birth Place (City & State):

	Last Name:


	First Name & MI:
	Sex:

	Home Address:


	City& State
	Zip Code:
	County:
	Home Phone #:

	Mailing Address if Different:


	City & State
	Zip Code:
	County:
	Msg. Phone #:

	Employer Name/Address (for self or Parent for Child):


	City, State, Zip Code:
	Work Phone #:

	Monthly Gross Income:


	Family Size:
	Veteran (circle one):

Yes          No
	Marital Status (Circle one): Single   Married

Divorced        Widowed



	Father’s Name:
	Birth Place (City & State):

	Mother’s Name:
	Birth Place (City & State):

	Race (Circle one): White     Asian     Black      Filipino      Hispanic/Latino      Pacific Islander   Other:

	Name of Emergency Contact:

	Relationship:
	Telephone #:
	Address:
	City, State, Zip Code:

	Name of Person Responsible for 
Bill:

	Relationship:
	Telephone #:
	Address:
	City, State, Zip Code:

	Insurance Carrier:


	Policy Number:
	Subscriber:
	Relationship:

	Medicare #:
	Medi-Cal #:
	Healthy Families #:
	Other:



