
Community Health Medical Home

Patient Information

Name (Last) ____________________________________________

(First)_ _______________________________ 	 (MI)____________

Date of birth _____/_____/_____

Social security number____________________________________

Marital status_ __________________________________________

Maiden name____________________________________________

Home address___________________________________________

City ___________________________________________________

State______________________________ 	 ZIP_ ______________

Primary phone___________________________________________

Secondary phone_________________________________________

E-mail address___________________________________________

May we provide personal information in a voice mail?

 Yes   No 

Current employer________________________________________

Position_________________________________________________

Emergency Contact
(if different from legal next of kin)

Name (Last) ____________________________________________

(First)_ _______________________________ 	 (MI)____________

Phone__________________________________________________

Address_________________________________________________

City ___________________________________________________

State______________________________ 	 ZIP_ ______________

Parent/Guardian or Responsible Party 
(if applicable)

Name (Last) ____________________________________________

(First)_ _______________________________ 	 (MI)____________

Date of birth _____/_____/_____

Phone__________________________________________________

Home address___________________________________________

City ___________________________________________________

State______________________________ 	 ZIP_ ______________

Relationship to patient____________________________________
(spouse, parent, adult child, sibling, other)

For Patients Using Insurance to 
Pay for Services at Swedish  
Community Health Medical Home

Insurance Type:

	 Private Insurance (Name)	

	 Medicaid (Plan) 	

	 Medicare (Plan) 	

Insurance Information:

Carrier or Company	

ID # 	

Group # 	

Subscriber Name (if different from patient)

	  

Subscriber Relationship to Patient:

	 Parent

	 Spouse/Domestic Partner

	 Other 	

Subscriber Date of Birth	

Subscriber Social Security Number	

Patient Registration
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Date ________________________________________


