BAY VALLEY
MEDICAL GROUP

DEMOGRAPHIC INFORMATION
PATIENT LAST NAME
PATIENT FIRST NAME
STREET ADDRESS
CITY / STATE / ZIP
HOME PHONE
WORK PHONE
MOBILE PHONE

SSN

DOB

AGE

GENDER

MARITAL STATUS
RELIGION

ETHNICITY
INTERPRETER NEEDED?
LANGUAGE SPOKEN
EMPLOYMENT STATUS

EMPLOYER NAME

CONTACTS

EMERGENCY CONTACT
(for medical emergencies)
ADDRESS:

HOME PHONE:

RELATION TO PATIENT:

OTHER CONTACT

(for urgent non-medical issues)
ADDRESS:

HOME PHONE:

RELATION TO PATIENT:

PATIENT REGISTRATION FORM

MALE / FEMALE

SINGLE / MARRIED / DIVORCED
SEPARATED / SINGLE / WIDOWED

YES / NO

FULL - TIME / PART - TIME / SELF-EMPLOYED
NOT EMPLOYED / DISABLED



GUARANTOR INFORMATION (who is responsible for out of pocket expenses?)

LAST NAME
FIRST NAME
STREET ADDRESS
CITY / STATE / ZIP
HOME PHONE:
WORK PHONE
MOBILE PHONE
SSN

DOB

GENDER

RELATIONSHIP TO PATIENT

INSURANCE INFORMATION
INS TYPE

INS COMPANY NAME

INS CO PHONE
SUBSCRIBER ID#

GROUP #

RELATIONSHIP TO SUBSCRIBER
SUBSCRIBER NAME
(IF DIFFERENT)

SUBSCRIBER GENDER

SUBSCRIBER DOB
SUBSCRIBER ADDRESS
(IF DIFFERENT FROM PATIENT)

SUBSCRIBER CITY / STATE / ZIP

MALE / FEMALE

SELF / MOTHER / FATHER / GUARDIAN / OTHER

HMO / PPO / POS / EPO / OTHER

SELF / SPOUSE / CHILD / OTHER DEPENDENT
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