


Indian Health Council 

50100 Golsh Rd 

Valley Center CA 92082 

 Empowering Native Wellness  760-749-1410 

                                           Chart # _______________ 

PATIENT REGISTRATION/INTAKE FORM 

 

Patient’s Legal Name: __________________________________________________________________________________________________________                
                                                                                               Last                                         First                                   M.I.                                  (Maiden) 

Other Names Known by: _____________________________________Soc.Sec.# _________________-    ____________  -__________________    

Home Address: _________________________________________________________________________________________________________________  
                                                                 Street                                             City                                                    State                           Zip    

Mailing Address: ________________________________________________________________________________________________________________  
                                                      Street/PO Box                                  City                                                    State                           Zip 

Home Ph#: (     )                                      Work Ph#:  (     )                                                      Cell Ph#(     )__________________________                         

Date of Birth: _____________________   Birthplace: ________________________ Sex:    F  M    Email:__________________________________    

 

 

Marital Status:  Single          Married          Child/Infant            Spouse’s Name: ____________________________________             

Race:                 American Indian     African American     Asian    Hispanic   Pacific Islander    White    Decline to Report      

Ethnicity:         Hispanic or Latino                    Not Hispanic or Latino                         Decline to Report     

Tribe: _______________________________________________________ Tribal Roll #:  _____________________________________________ 

  

Occupation: ________________________________________       Name of Employer: ___________________________________________________  

U.S. Veteran:           Yes        No                   Service Branch: _____________________________________________________  

Vietnam Vet:           Yes        No                   Separation Date: ___________________________________________________ 

   

Father’s Name: _____________________________________ __________________________ __________________________  
                                            Father’s Birthplace                                   Father’s Tribe 

Mother’s Maiden Name: ____________________________                          __________________________              __________________________  
                                                                                                                Mother’s Birthplace                      Mother’s Tribe 

Person to Contact In Case of Emergency: _____________________________________________________________________________________  

                                                                                                                                      Name    Relationship 

______________________________________________________________________________________________________________________________________________________________________________________  

             Street                                                                  City        State         Zip 

__________________________________________________________________________  

                               Phone #  
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Indian Health Council 

50100 Golsh Rd 

Valley Center CA 92082 

 Empowering Native Wellness  760-749-1410 

 Primary Medical Insurance                              Secondary 

Medical Insurance 

Insurance Carrier:  ______________________________         

Carrier’s Phone # :  ______________________________    

Employer:  _____________________________________    

Policy # :  ______________________________________   

Group # : ______________________________________   

Subscriber:  ____________________________________   

Relationship to Patient:  ___________________________   

 

              Primary Dental Insurance                              Secondary Dental Insurance 

Insurance Carrier:  ______________________________       

Carrier’s Phone # :  ______________________________    

Employer:  _____________________________________   

Policy # :  ______________________________________   

Group # : ______________________________________   

Subscriber:  ____________________________________   

Relationship to Patient:  ___________________________   

  

I f you are currently uninsured please complete the following: 

Income Information:   #  of Persons in the Household        1       2         Adults     

1        2        3        4        5        6        7        Children 

Please check approximate Yearly Income: 

 

0 - $10,000    $10,001- $25,000        $25,001- $40,000         $40,001- $55,000 

$55,001-$65,000             over $65,000 

Person responsible for payment:  _______________________________________________________________  
                                                     Name                                                       Relationship 

___________________________________________________________________________________________________________________________  

        Street                                                      City                                                    State                            Zip 

 

 

Certification Statement:  I  certify that the information above is true and accurate to the best of my knowledge. 

  

_______________________________________  
Name of Patient (Print) 

 

_______________________________________          _______________________________ 
Name of Responsible Party (Print)                                          Date    

_______________________________________                                 _______________________________  
Signature of Responsible Party       Drivers License #                        
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