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        APPLICATION FOR PATIENT CARE

Please complete this form to the best of your ability and as fully and completely as possible.  All of the requested information is needed to be able to provide you and your family with medical care at our Clinic.

	APPLICANT  INFORMATION

	First Name
	MI
	Last Name
	Date of Birth
	Sex
	Marital Status

	
	
	
	
	 M     F
	

	Home Address: Street
	City
	State
	Zip 
	Home Phone #

	
	
	
	
	

	Social Security Number
	Employer
	Employer Address

	
	
	

	Employer Phone
	Hours Worked Weekly
	Average Monthly Earnings
	I work: (Circle One)

	
	
	
	Full-time
	Part-time

	SPOUSE  INFORMATION (If applicable.)

	First Name
	MI
	Last Name
	Date of Birth
	Sex
	Marital Status

	
	
	
	
	
	

	Home Address: Street
	City
	State
	Zip 
	Home Phone #

	
	
	
	
	

	Social Security Number
	Employer
	Employer Address

	
	
	

	Employer Phone
	Hours Worked Weekly
	Average Monthly Earnings
	I work: (Circle One)

	
	
	
	Full-time
	Part-time

	DEPENDENTS (Must be living with you in your home.)

	Name
	Age
	Birth Date
	Social Security Number

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	

	6.
	
	
	

	7.
	
	
	

	8.
	
	
	


PLEASE COMPLETE BACK SIDE OF FORM.

Do you or your spouse have health insurance provided by your employer?


Yes

No

Are any of your dependents/children covered by TennCare insurance?


Yes

No

Do you have an Advanced Directive?







Yes

No

	IF YOU ANSWERED YES TO ANY OF THE ABOVE, PLEASE GIVE DETAILS ABOUT YOUR HEALTH INSURANCE.

	

	INCOME SOURCES FOR YOUR FAMILY

	Your Earnings Average
	$                        per month

	Your Spouse Earnings Average
	$                        per month

	Other Income
	$                        per month
	Source?
	

	Other Income
	$                        per month
	Source?
	

	Other Income
	$                        per month
	Source?
	

	Total Family Income
	$                         per month

	
	

	Whom May We Contact in Case of an Emergency?

	Name                                                                                                Phone



	Address                                                                                             Relationship to Patient

  ________________________________________________________    




The information I have provided on this form is true and accurate to the best of my knowledge.  I understand that Faith Family Medical Clinic furnishes care only to those individuals that qualify for services under the Clinic’s guidelines regarding health insurance status, family income, and family size.  I understand that if I am accepted for care at the Clinic, I will be responsible for an affordable co-payment for each visit made to the Clinic by myself and/or a member of my immediate family.  If I am accepted by the Clinic, I agree to follow all the Clinic regulations and guidelines.

Your Signature









Date
	


How did you hear about Faith Family Medical Clinic? ______________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

Comments/Suggestions: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

May we use your name and/or comments in our newsletter?    ________  Yes      _______  No

� EMBED PBrush  ���














Date:








_1063527901

