
CHARITON CLINIC

Patient Information Sheet

Patient Information

	 Last Name: ______________________________________  First Name: ______________________________________

	 Preferred or Nickname: _____________________________ Maiden Name: ____________________________________

	 Date of Birth: ____________________  Gender: ____________ Social Security #: _______________________________

	 Race: ____________________________  Ethnicity:____________________________  Marital Status (circle): M   S   D   W

	 Primary Language used, if not English: _________________________________________________________________

	 Address: _________________________________________________________________________________________

	 City, State, Zip: _________________________________________________  County: ___________________________

	 Home Phone: (_________) _________-_______________  Alternate Phone: (_________) _________-_________________	 

	 Primary Phone (circle):   Home      Alternate

	 Email Address: ____________________________________________________________________________________

	 Preferred Provider: _______________________________  Preferred Pharmacy: ________________________________

	 Employer: ____________________________________________________ Occupation: __________________________

	 Employer Address: __________________________________________________________________________________

	 City, State, Zip: ________________________________________________ Hire Date: ___________________________

	 Status (circle):  Full-time   Part-time   	 Phone: (_____) _____-_______         Extension: ________________________

Responsibility Billing Party (if different than above)

	 Name: __________________________________________________  Phone: (_________) _________-_______________	 

	 Address: ___________________________________________________________________________________________

	 City, State, Zip: ___________________________________________________________________________________

	 Social Security #: ________________________________________________ Date of Birth: ______________________

	 Relationship to Patient (circle one):  Patient   Spouse   Mother   Father   Guardian

Signature: ________________________________ Date: ______________

A copy of your driver’s license and insurance card is required at the time of registration. 


