
Sex:Sex:Sex:Sex:
M    /   F

Main Phone:Main Phone:Main Phone:Main Phone: Can SPRHS text this phone?Can SPRHS text this phone?Can SPRHS text this phone?Can SPRHS text this phone?
Yes  /  No

Alt Phone:Alt Phone:Alt Phone:Alt Phone: Can SPRHS text this phone?Can SPRHS text this phone?Can SPRHS text this phone?Can SPRHS text this phone?
Yes  /  No

Employment Status:Employment Status:Employment Status:Employment Status: Employed Full-Time Employed Part-Time Self-Employed

Retired Student Not Employed

Employer Name:Employer Name:Employer Name:Employer Name:

Employer Address:Employer Address:Employer Address:Employer Address:

Phone Number:Phone Number:Phone Number:Phone Number: Can we contact you at this number?Can we contact you at this number?Can we contact you at this number?Can we contact you at this number?
Yes  /  No

Marital Status:Marital Status:Marital Status:Marital Status: Single Married Partner Divorced Legally Separated

Widowed Unknown Other:

Race:Race:Race:Race: White/Caucasian     Black/African American   Asian      American Indian/Alaskan Native

Pacific Islander  Native American Decline to Specify Other:

Ethnicity:Ethnicity:Ethnicity:Ethnicity: Latin/Hispanic Not Hispanic Decline Other:

Language:Language:Language:Language: English Spanish Other:

Translator Services Needed? Translator Services Needed? Translator Services Needed? Translator Services Needed? Yes No Advance Directives from Legal?     Advance Directives from Legal?     Advance Directives from Legal?     Advance Directives from Legal?     Yes No

Primary Care Provider (PCP) SelectionPrimary Care Provider (PCP) SelectionPrimary Care Provider (PCP) SelectionPrimary Care Provider (PCP) Selection

Write Preferred PCP Name:                                                Write Preferred PCP Name:                                                Write Preferred PCP Name:                                                Write Preferred PCP Name:                                                

           Select box for SPRHS to assign one for you.            Select box for SPRHS to assign one for you.            Select box for SPRHS to assign one for you.            Select box for SPRHS to assign one for you. 

    

(        )         (        )         (        )         (        )         

Mailing Address (If Different):Mailing Address (If Different):Mailing Address (If Different):Mailing Address (If Different):

Address:Address:Address:Address:

Patient Registration FormPatient Registration FormPatient Registration FormPatient Registration Form
First Name:First Name:First Name:First Name: MI:MI:MI:MI: Last Name:Last Name:Last Name:Last Name:

Date of Birth:Date of Birth:Date of Birth:Date of Birth: Social Security #:Social Security #:Social Security #:Social Security #:

City:City:City:City: State:State:State:State: Zip Code:Zip Code:Zip Code:Zip Code:

(        )         (        )         (        )         (        )         

Pharmacy SelectionPharmacy SelectionPharmacy SelectionPharmacy Selection

Write Preferred Pharmacy Name/Address:                                                Write Preferred Pharmacy Name/Address:                                                Write Preferred Pharmacy Name/Address:                                                Write Preferred Pharmacy Name/Address:                                                

1111

2222

Email Address:Email Address:Email Address:Email Address:

Demographics/Patinet Information Demographics/Patinet Information Demographics/Patinet Information Demographics/Patinet Information 

(        )         (        )         (        )         (        )         

City:City:City:City: State:State:State:State: Zip Code:Zip Code:Zip Code:Zip Code:

Home / Work / Mobile

Home / Work / Mobile



Phone:Phone:Phone:Phone:

Phone:Phone:Phone:Phone:

Relationship:Relationship:Relationship:Relationship:

Name:Name:Name:Name:

Primary Insurance Company:Primary Insurance Company:Primary Insurance Company:Primary Insurance Company:

Begin Date:Begin Date:Begin Date:Begin Date:ID Number / Group Number:ID Number / Group Number:ID Number / Group Number:ID Number / Group Number:

Insurance Type:Insurance Type:Insurance Type:Insurance Type:
Commercial Insurance Medicaid/Chip

Emergency ContactsEmergency ContactsEmergency ContactsEmergency Contacts
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Insurance InformationInsurance InformationInsurance InformationInsurance Information

Relationship:Relationship:Relationship:Relationship:Address:Address:Address:Address:
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Name:Name:Name:Name:

Address:Address:Address:Address:

(          )         (          )         (          )         (          )         

(          )         (          )         (          )         (          )         

Printed Name:Printed Name:Printed Name:Printed Name:

Patient/Guardian Signature:Patient/Guardian Signature:Patient/Guardian Signature:Patient/Guardian Signature: Date:Date:Date:Date:

ID Number / Group Number:ID Number / Group Number:ID Number / Group Number:ID Number / Group Number: Begin Date:Begin Date:Begin Date:Begin Date:

Other:

Insurance Type:Insurance Type:Insurance Type:Insurance Type:
Commercial Insurance Medicaid/Chip Medicare

Obamacare / 

Affordable Care Act

Witness Name / Title:Witness Name / Title:Witness Name / Title:Witness Name / Title:

Witness SignatureWitness SignatureWitness SignatureWitness Signature Date:Date:Date:Date:

Secondary Insurance Company:Secondary Insurance Company:Secondary Insurance Company:Secondary Insurance Company:

Medicare

Other:

Obamacare / 

Affordable Care Act

Patient Acknowledgment and Consent StatementPatient Acknowledgment and Consent StatementPatient Acknowledgment and Consent StatementPatient Acknowledgment and Consent Statement

I acknowledge that I have received, reviewed, and understand the following documents: Notice of Privacy Practices, Patient 

and Center Rights and Responsibilities, and the Patient-Centered Medical Home (PCMH) Informational Sheet. I understand that 

these documents are available to me at any time upon request.

Furthermore, I consent to the sharing of my demographic and financial information, as well as that of my family, with other 

health and human service agencies as needed to determine eligibility for applicable services and resources. I understand that 

this information will be shared only for purposes of qualifying for services, in accordance with privacy regulations and 

organizational policies.
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