Homer Medical Clinic
4136 BARTLETT HOMER. AK 89603-7015 PH 907 2358586 FAX 907.235.66390

PATIENT REGISTRATION
Patient Personal Information
Mame
Firat (2] Last
Mailing
Address
Physical
Address
City/ST/ Zip

Social Security Number

Marital [ Married []Divorced [Chwidowed
Status: [ Single [CJOther
Date of Birth: / ! Circle gender: F M

Phone (Circle Home/Work/Cell): ( )

Phone (Circle Home/MWork/Call}): ( }
Phone (Circle Homa/MWork/Cell): { )

Email Addrass:

Cccupation/Student

Employer/School

Referred by

Pediatric Patient Registration
(to register all family members with one form})

Child's name

Crate of Birth: ) !

Chila's name = =

Circle gender: F M

Date of Birth: ¥ !
Crlic's name

Circle gander: F M

——a

Rate ot Birthe______/ AT

Cucle gender; F M

Child's name

Date of Birth: / / Circle gender: F M

Chibdran Live With

2 MotherTd Father ClBoth [COther
(1 Step-Father (3 Step-Mother

Respansible Party Information
MName

Addrass

City/ST/Z2ip

Date of Birth: / f Circle gender; F M
Social Security Number

Phone (Circle Home/Work/Cell): ( )

Fhone (Circle HomeMWork/Call): { )
Relationship to Patient:

1 Husband 1 Step-Mother
I wife 1 Step-Father
3 Father [J Legal Guardian
[J Mother 3 Self

Insurance Information
Insurance Carrier

Insurance |.D.#

Group#
Subscriber's Name

Subscriber's Date of Birth: N /
Secondary Insurance Information

Insurance Carrier

Insuranca |.D.#
Group#
Subscriber's Name

Subscriber's Date of Birth:_ i o
Spouse Parent Information

(Complete only if spouse or parent is not the responsible party)
Name

Address

Email Address:

City/ST/Zip
Date of Birth: ! e
Phaone {Circle HomeMork/iCell): { }

Circle gender: F M

Phone (Circle HomeWork/Cell): ( 1

[ Husband [ Step-Maother

Cwife O Step-Father
O Father ] Legal Guardian
I Mother

Emergency Contact

Mama

Phone (Circle Home/Work/Cell): { )

Phone {Circle HomaWork/Cell): { )
Phone (Circle Home/MWork/Cell): ( )

[J Husband [ Step-Mother

O wife O Step-Father
[ Father [ Legal Guardian
[J Mother [ Friend

Signature of Patient or Representative

Taday's Date



Hemer Medical Clinic

4136 BARTLETT HOMER, AK 99603-7015 PH 907.235.8588 FAX 807.235.6639

HEALTH ASSESSMENT QUESTIONNAIRE

Allergies to Madlcation (ingicate reaction, Le. rash, vomiting, etc.)

Today's date___ A / —
Date of birth S / 2.
MName 3.
Occupation 4.
B
Past Medical Problems {cperations, llnesses, injuriss) 6,
Yaar Froblem Hospital y
8.
Family History
Age if Age at | State of Health or Cause
Relationship living Death of Death
Father
Mother
Sibling:
Sibling:
Present or Recurrent Medical Problems Sibling:
Year Problem Sibling:
Sibling:
Child:
| Child:
— Child:
Child:
Child:
Medications (indicate dose and frequency)

Family member with
¥y oY lliness lliness Age at Onset
2. Breast Cancer
3, Colon Cancer
4. Prostate Cancer

High Blood
B, Fressure
oronary Artery
6. ___ |Disease
Diabates
8. -
9.

(Please complete the backside of this form)




HEALTH ASSESSMENT QUESTIONNAIRE

PAGE TWO

Health Habits

Use this space to note other conditions or concerns

Hahbit

Yes/MNo

How much/what himﬂ

Tobacco

Alcohol

Caffeine

Drugs

Exercise

Haalth Screani

Tast

Yes/No

Date Any Abnormalities?

Mammggram

Sigmoidoscopy

Cholesterol

Pap Smear

Prostate
Physical Exam

Other Doctors

Specialty

Doctor's Mama

Eve

Heart

Lung

i__.’r-'_'llﬂg}f

Ob-Gyn

{Crthopedic

L
Cither

Other




