
Bluestone Health Association 
Patient Registration Form 
Patient Information 
Patient Name 

• Last Name: ______________________  
• First Name: _____________________  
• Middle Initial: _____  
• Previous Name (if applicable): ______________________  

Address Information 
Mailing Address 
Apartment #: __________ 
Physical Address (if different) 
City: __________________ 
State: _______ 
ZIP: __________ 

Contact Information 
Home Phone: __________________ 
Cell Phone: __________________ 
Work Phone: __________________ 
Email Address: ______________________________ 

Communication Preferences 
Preferred Method of Contact 
☐ Voice Call 
☐ Text Message 
☐ Mail 
If Voice Call: 
☐ Home Phone 
☐ Cell Phone 
☐ Work Phone 
May we leave messages regarding your medical care or test results? 
☐ Yes 
☐ No 

Personal Information 
Marital Status: __________________ 
Date of Birth: ____ / ____ / ______ 
Sex 
☐ Male 
☐ Female 
Social Security Number: __________________ 



Citizenship / Immigration Status 
(This information is requested only to determine eligibility for federally funded services and is kept 
confidential.) 
☐ U.S. Citizen 
☐ Lawful Permanent Resident (Green Card) 
☐ Lawfully Present (Asylee, Refugee, TPS, Work Visa, Student Visa, etc.) 
☐ Not Lawfully Present 

Race 
☐ White 
☐ Black or African American 
☐ American Indian or Alaska Native 
☐ Asian 
☐ Native Hawaiian or Pacific Islander 
☐ Other 
☐ Decline to Answer 

Ethnicity 
☐ Hispanic or Latino 
☐ Not Hispanic or Latino 
☐ Decline to Answer 

Preferred Language 
☐ English 
☐ Spanish 
☐ Bosnian 
☐ Russian 
☐ Sign Language 
☐ Hindi 
☐ Other: __________________ 

 
 
 
 
 
 
 
 
 
 
 



Insurance & Emergency Contact 
Pharmacy Information 
Preferred Pharmacy 
Name: ______________________________ 
Location: ______________________________ 

Patient Verification 
Mother's Maiden Name: ______________________________ 

Responsible Party (if patient is under 18) 
Last Name: ______________________________ 
First Name: ______________________________ 
Date of Birth: ____ / ____ / ______ 
Social Security Number: ______________________________ 
Relationship: ______________________________ 
Address: ______________________________ 
Telephone Number: ______________________________  

Primary Medical Insurance 
Insurance Company: ______________________________ 
Policy Holder: ______________________________ 
Policy Holder DOB: ____ / ____ / ______ 
  
Policy Number: ______________________________ 
Relationship to Policy Holder: ______________________________ 
 
Please provide your current insurance card to the front desk. 

Secondary Medical Insurance 
Insurance Company: ______________________________ 
Policy Holder: ______________________________ 
Policy Holder DOB: ____ / ____ / ______ 
Policy Number: ______________________________ 
Relationship to Policy Holder: ______________________________ 

Emergency Contact 
Name: ______________________________ 
Relationship: ______________________________ 
Telephone Number: ______________________________ 

Other Physician 
Do you have another Family Physician or Pediatrician? ☐ Yes ☐ No 
If yes, Physician/Pediatrician Name: ______________________________ 



 
Authorization 
Authorization and Consent 
The above information is true to the best of my knowledge. I authorize my insurance benefits to be paid 
directly to the clinic. I understand that I am financially responsible for any balance. I also authorize Bluestone 
Health Association or insurance company to release any information required to process my claims. I 
voluntarily consent to Medical Treatment by the clinical staff for myself or the above-mentioned minor. 
MEDICARE BENEFICARIES: I request that payment of authorized Medicare benefits be made to BHA. I 
authorize any holder of medical information about me to release to CMS and its agents any information 
needed to determine these benefits or the benefits payable for related services.  
 
Patient/Guardian Signature: ______________________________ 
Date: ____ / ____ / ______ 
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