Carson Midwifery & APRN Clinic
937 Mica Drive, #16B, Carson City, NV 89705	
PO Box 99, Minden, NV 89423
		Phone: 775-546-2850 						Fax: (775) 546-2868
Carson Valley Family Health Center
1664 Hwy 395 N., Suite 201, Minden, NV 89423

[bookmark: _GoBack]Patient Registration
Patient First Name: ___________________________  MI:  _____  Last Name: ___________________________________
Nickname:  _________________________  Gender:  _____  Female  _____ Male    Date of Birth:  ___________________
SS#  ______  _____ ________        email:  ____ none/ ok to use:  ______________________________________________
Mobile phone:  __________________________________  text msgs ok?  __________    voice messages ok?  __________
Home phone:  __________________________________  Work phone:  ________________________________________
Home Address:  _____________________________________________________________________________________
City:  ________________________________________  State:  _____   Zip:  _____________________________________  
Mailing address: ____ as above  Use:  ___________________________________________________________________
City:  ________________________________________  State:  _____   Zip:  _____________________________________
  
Responsible Party:  _____ self  
Other’s name:  ____________________________________________  Relationship to patient: _____________________	
Home Address:  _____ as above  Other:  _________________________________________________________________	
City:  ________________________________________  State:  _____   Zip:  _____________________________________  
Primary  phone:  ________________________________  Other phone:  _______________________________________
Date of Birth:  _____________________________  SS#:   _______  _____  _____________
Employer:   ________________________________________________________________________________________

Ethnicity:  _____ Hispanic or Latino   ____  Not Hispanic or Latino  _____  Decline to specify
Race:  __ American Indian   __  Asian   __  Black or African American  __  NativeHawaiian  __ White  __ Decline to specify
Next of Kin:  Name:  ____________________________________  Relationship to patient:  _______________________
Home Address:  _____________________________________________________________________________________
City:  __________________________ State:  _____   Zip:  ___________  Phone:  ________________________________  
For security identification Mother’s Maiden Name:  ________________________________________________________
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