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o DIANA SMIGAJ, MDo NEW 
o BYRON GATLIN, MDo UPDATE 

CASCADE WOMEN'S HEALTHCARE ASSOCIATES o SUE DENNIS, CNMo REFERRAL 
REGISTRATION FORM o DEBORAH VUILLEMOT, CNM 

PLEASE COMPLETE ALL INFORMATION o JUDJ.TH HARGIS, PA-C 
o LINDA DALE, PA-C 

PATIENT INFORMATION (PLEASE PRINT· USE BLACK INK ONLY) 

Age 

FIRST MIDDLE LAST 

ZIPPO. BOX I MAILING ADDRESS PHYSICAL ADDRESS CITY ST 

TELEPHoNE_--==,.,.,."..,-- ~==;__---__::_=;.,..,_--- SOCIAL SECURITY #~__---~---DATE OF BIRTH,~ _ 
HOME # MESSAGE# CELL# 

MARITAL STATUS 0 SINGLE 0 MARRIED 0 WIDOWED 0 DIVORCED EMPLOYED 0 YON 0 FULL TIME 0 PARTTIME o STUDENT OY 0 N 

WORK PHON,-E PATIENT OCCUPATION, '-- HOW LONG AT JOB?'- -'---__ 

EMPLOYEH'-- EMPLOYER ADDRESS -- CITY'-__-- Sl-ZIP"- _ 

PRIMARY CARE PHYSICIAN<-' - WERE YOU REFERRED BY ANOTHER PHYSICIANPI-- ----'- _ 

WHO REFERREDYOUTOTHIS OFFICE: ~ - ~ LAST MENSTRUAL PERIOD _ 

SPOUSE I PARTNER OR RESPONSIBLE PARTY 

Age 
FIRST MID:lLE LAST 

SOCIAL SECURITY # DATE OF BIRTH 

ADDRESS5-------------------~- CITY STATE ~ Z1P----­

TELEPHONE --~---,HO=ME""#-~--------------:=~--....,-----~------~c-;;--------
WORK# CELL# 

EMPLOYER EMPLOYER ADDRESS -=;:;-;-- ~:__-__:;;;:;__-
__________~ ----.C,U-L. ,:u-__'=---__~ 

OCCUPATION ~ RELATION TO PATIENT ~ _ 

INSURANCE 

IS THE PATIENT COVERED BY INSURANCE? DYES o NO PLEASE PROVIDE COpy OF INSURANCE CARD 

INSURANCE INFORMATION PRIMARY SECONDARY OTHER INSURANCE 

i
 
Insurance Name
 

I Subscriber Name (Person wflnsurance
 

,Subscriber Employer
 

Subscriber ID or Social Security #
 

Group or Membership #
 

Co-payment
 

·Effective Date
 

Patient Relationship to Subscriber
 

·EMERGENCY CONTACT ~ ~ ~- _ 

RELATIONSHIP TO PATIENT ~__ 

HOME PHONE.~-- ~--WORK PHONE.__~ CELL PHONE ,MESSAGE# _ 

I, THE PATIENT OR GUARANTOR, CERTIFY THAT THE INFORMATION ON THIS FORM IS TRUE TO THE BEST OF MY KNOWLEDGE. I ACCEPT RESPONSIBILITY FOR THE MEDICAL 
CHARGES INCURRED BY THE PATIENT AND AGREE TO PAY ALL BILLS AT TIME OF SERVICE UNLESS OTHER ARRANGEMENTS ARE MADE. I AUTHORIZE PHYSICIAN AND CLINIC TO 
RELEASE ANY INFORMATION TO PROCESS INSURANCE CLAIMS. I ALSO AUTHORIZE MY INSURANCE CLAIM TO BE PAID DIRECTLY TO THE CLINIC. 

·PATIENT/GUARANTORSIGNATURE ~~---- ·DATE. _ 


