
 
 
 
 
Print Name _______________________________ Date of Birth ________________ 
 
Primary Language __________________   Secondary Language________________    
  ☐ Deaf ☐ ASL 
 
Would you like help completing this form?     ☐Yes      ☐ No 
 If yes, please bring this form back to the front desk as soon as possible.  
 
1. Are you a U.S Veteran: 
2. Sex Assigned at Birth:        
 
3. Current Gender Identity: 

☐Male ☐Female  ☐Decline ☐Other 
______________ 

☐Transgender 
Female (MTF) 

☐Transgender  
Male (FTM) 

☐Gender 
Non-
Conforming 

 

 
(Optional): Pronouns, please list them here:____________________ 
 

4. Sexual Orientation: 
 
 
 
 
 

5.  Marital 
status:  

 
 

Race / Ethnicity 
Check all that apply to you: 
 
___White ___Black ___Asian ___Pacific Islander (Fijian, Samoan, 

etc) 

___American 
Indian/Native 
American 

___ Latinx 
 
☐ Hispanic 

__________ Other  
 
☐ Non Hispanic  or Latino 

 

☐Yes  ☐No 
☐Male ☐Female 

☐Heterosexual 
       (Straight) 
 

☐Homosexual  
(Gay/Lesbian) 

☐Bisexual     ☐Non-
binary 

☐Decline/Other: 
______________ 

☐Single ☐Married ☐ Divorced ☐Domestic 
Partnership        

☐Widowed ☐Separated ☐Cohabitation  



Print Name: ____________________________________ Date of Birth: ____________ 
 

Case Management 
 
Are you currently receiving case management services?   ☐Yes    ☐No     ☐N/A 
 If yes, please provide the below information 
 
_____________________ ____________________________ ___________________________ 

Name Agency Phone Number 
 

Guardian information 
 

If you have an activated Medical Durable Power of Attorney (DPOA/Agent) or Guardian, please 
provide the information below. 
 

_____________________________________ _______________________________________ 
Print Name Phone Number 

☐Guardian 
☐DPOA 
Have you provided us with your legal documents?  ☐Yes ☐No 
 
 
Please carefully read the policies below and initial next to each to show understanding: 
 

No Show Policy  
______ A “No Show” is the term we use when a patient misses an appointment without cancelling 

it prior to the appointment.  A failure to attend a scheduled appointment will be recorded in 
your medical chart as a “No Show”. Three (3) “No Show” appointments in a rolling 12 
months will result in a dismissal from all Valley Regional Primary Care Practices. If you 
will be more that 10 minutes late for your appointment, please call the office to reschedule 
your appointment. 

 
Prescription Refill Policy 

______ Please allow up to 3 business days (72 hours) for refill requests. Please note that we do 
not typically order antibiotics over the phone. Our practice does not routinely order 
Narcotic Pain Medicine; therefore, you may be required to obtain these medications 
through a Pain Management Specialist.  

 
 
  Please sign below once this form is completed: 
 
______________________________ ____________________ 
Print Patient’s Name Patient’s Date of Birth 

 
______________________________ ____________________ 
Patient/Guardian’s Signature  Today’s Date 

 
*Please return this form to the front desk once completed.  

Thank you! 



 
Patient Information 

 

 

 

If Child, name of Mother ___________________________________ DOB__________ 

If Child, name of Father ____________________________________ DOB__________ 

 

 

Last Name: 
____________________ 

First Name: 
______________________ 

Middle Initial: 
____________________ 

 
Previous Last Name: 
_______________________ 

 
Marital Status: 
____________________ 

 
Date of Birth: 
 

 
Full Address: 
____________________________________________________________________ 
 
Cell Number: ____________ 

 
Phone Number: _____________ 

 
SSN:__________ 

Email address: _______________________________________________________ 

Emergency Contact Information 
 
Last Name: 
____________________ 
 

 
First Name: 
______________________ 

 
Middle Initial: 
________ 

Address: 
________________________________________________ 

 

 
Phone 
Number:_______________ 

 
Relationship: 
_______________________ 

 

Insurance Information 
** Please call your insurance company to update your primary care provider information. 

 
Sub Name: ___________________________DOB__________ 

 
Insurance Company:   ______________________ 

 
Company Address:  _____________________________________________________________________ 
 
ID/Policy Number:   ___________________________ 

 
Group Number:  __________________________ 

 
Employer: 
____________________________________________ 
 

 
 
Employer Phone: _____________________ 

Employer address: 
_________________________________________ 

City/State:  
_________________________________________ 

 
Effective Date: 
____________________________________________________ 

 
Phone:  __________________________________ 


