
   

 Patient Registration  NHC Reviewed/Revised 08/30/2024 

 
Please complete both sides to the best of your knowledge. For areas that do not apply to the patient please enter “N/A” 

Patient Information  
 
 
 Patient’s Name   

 

      First name                                                 MI                                                        Last name(s) 

Date of birth: 
   

 
Social Security # / Alien #  
                                 
 
                                

Street Address   
 

City Zip County 

  Apartment or Suite #  

  Email Address 
 
         
        
       Okay to send secure message?      Yes               No 

  
     

 Cell Phone                         Alternate Phone 
 
 
 Okay to leave a message?          Yes    No 
 Okay to send a text message?    Yes    No 

 Emergency Contact Info 
 
 
     Full Name                                                                                                              Relationship                                                                                             Phone 
Parent/Guardian Info (for patients under 18 years of age) 
 
Mother: 
                   Full Name and Date of Birth                                                                                                     Address  Same as patient                                                               Phone    
 
Father: 
            Full Name and Date of Birth                                                                                                      Address  Same as patient                                                                Phone    
   

 Parents marital status:  Married  Single  Divorced  Widowed  Other:_______  If divorced, who has custody? ____________ 
 Any court documents documenting custody of child?   Yes*    No    *If “Yes”, please provide copies for our records 

Yearly Household Income 
 Family size (including self):   1     2      3      4      5      6     7     8 
 Income (Annual gross):    $0-$25,000       $25,000-$55,00       $56,000-$85,000     $86,000 and above  
 
 Are you interested in applying for the Sliding Fee Scale?     Yes   No    

Medical Insurance Information 
 
 

Primary Insurance:  Insured Name/Policy Owner Name 

  

 Insured Date of Birth    Relationship to Patient 

ID Number 

  Secondary Insurance:  Insured Name/Policy Owner Name  Insured Date of Birth Relationship to Patient 

 

 
  ID Number 
 

Patient Registration Form  
This form asks for your personal information 
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Over (cont’d on other side) 

 

Race (check all that apply) 
 Asian 
 Chinese 
 Filipino    
 Japanese 
 Korean 
 Vietnamese 

 Other Pacific Islander 
 Guamanian 
 Samoan 
 Native Hawaiian 

 American Indian/Alaska Native 
 Asian Indian 
 Black/African American 
 White 
 More than one race  
 Unknown 
 Choose not to disclose 
 

    

   

Ethnicity 
 Another Hispanic/Latino/a, or Spanish Origin 
 Cuban (Caribbean) 
 Mexican, Mexican American, Chicano/a 
 Puerto Rican (Caribbean) 
 Non-Hispanic/Latino/a 
 Unknown 
 Choose not to disclose 
 
Preferred Language 
 English 
 Spanish 
 Chinese 
 Arabic 
 Vietnamese 
 Swahili 
 Other _____________ 
 
Are interpreter services needed? 
Yes   No 
 
Hearing/Vision/Memory loss? 
Yes   No 

If yes, __________________________ 

Gender at Birth 
 Female 
 Male 
 Not recorded on birth certificate  
 Unknown 
 Uncertain 
 Choose not to disclose 

 
Gender Identity 
 Female 
 Male 
 Transgender Male 

 (Female to Male) 
 Transgender Female 

(Male to Female) 
 Other  
 Choose not to disclose 
 
Sexual Orientation 
 Heterosexual (straight) 
 Lesbian/Gay 
 Bisexual 
 Something Else: ____________ 
 I don’t know 
 Choose not to disclose 
 Unknown 

Primary Care Provider 
 

Do you have a preferred primary physician (PCP)?     Yes   No    
If “Yes,” please indicate preferred PCP: ________________________________________________ 
 
 
 

Housing:    
Are you homeless? Yes   No   Decline to answer    
     
Choose your housing status:  
Rent  Owns  Dormitory   Lives with Parent/Guardian   Public Housing   Doubling up    
Shelter   Transitional Housing   Street      Other: _________________________________    
                                                                                                                                                                                                                   
Are you an Agricultural Worker?     Yes   No   Decline to answer        
If “Yes” check one: Farmer   Migrant   Seasonal           
     
Are you a Veteran?                                                                                 Active Duty Military?    

Yes   No   Decline to answer                                                      Yes   No   Decline to answer    

Military Branch: _____________                                                              Military Branch: _____________  

  

Advanced Directive (Living Will) 

Do you have an Advanced Directive (living will)?       Yes   No    
Would you like to speak with a provider regarding an Advanced Directive?       Yes   No   

Patient Registration Form (cont.) 
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