Patient Registration

Patient's First Name Patient's Last Name M

if the patient is a child, who is the legal guardian for the patient?

Date of Birth Other name(s) used
SSN E-mail
Mailing address

Physical address

Main Phone Other Phone

(Is this your Cell? Home? Work? Please circle one) (Is this your Cell? Home? Work? Please circle one)

Preferred Pharmacy

Secondary Pharmacy

Emergency Contact Information

First Name Last Name
Who is this person to you? Is this person in town or do they live nearby? Y N
Phone Number Address

(Isthisa Cell? Home? Work? Please circle one)

I fully understand this agreement and consent will continue until cancelled by me in writing:

[/We do hereby consent to and authorize the performance of all treatments and medical services deemed advisable by the physicians and staff of Crazy Mountain
Family Medicine to me or to the above-named minor of whom I am the parent or legal guardian. I hereby certify that, to the best of my knowledge, all statements
contained hereon are true. Iunderstand that I am directly responsible for all charges incurred for medical services for myself and my dependents regardless of
insurance coverage. Furthermore, I agree to pay legal interest, collection expenses, and attorneys’ fees incurred to collect any amount I may owe. I also hereby
authorize Crazy Mountain Family Medicine to release information requested by insurance companies and/or its representatives.

Patient’s Signature ~ or ~ *Signature of the Responsible Party Today’s Date

*If a Responsible Party is signing, please print name here

*How is the Responsible Party related to the patient?




