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Ft Thompson IHS # ______ _ 

PATIENT REGISTRATION INFORMATION 

In order for the Ft. Thompson Indian Health Center to continue providing efficient health services to you and your family, we must update your 

demographic information at every visit. This statistical information assists the Indian Health Center in providing a variety of services to you. If you 

have any questions please ask the Patient Registration Clerk or Patient Benefits coordinator for assistance. 

Patient Information: 

Last Name First Name Middle Name Date of Birth Social Security Number 

Birth Place - City and State Male or Female Current Community Date Moved There 

Marital Status ALIAS Used (name} Religious Preference 

Physical & Mailing Address - City, State Zip Code Home Phone# Work Phone# Cell or Message Phone # 

Name of Tribe Blood Quantum Tribal Enrollment# 

** If you do not have your Tribal Enrollment Card/Paper with you, you will need to sign a 30 day Notice ** 

** If you are not enrolled with any Tribe you must show proof that you are a Tribal Descendant** 

Parent Information: **Please write DEC - Behind Name if Deceased** 

Father's Name _________________ Mother's Name ___________________ _ 

Father's Place of Birth ______________ Mother's Place of Birth ________________ _ 

Father's Phone # ________________ Mother's Phone# __________________ _ 

Father's Email Address ______________ Mother's Email Address ________________ _ 

Mother's Maiden Name ________________ _ 

Employer Information: **If Minor Child - Please write Parent/Guardian Employer Info** 

Employer Name _________________ Address ______________________ _ 

Employer Phone# __________ _ 

Full Time/Part Time/Seasonal (circle one) 

Spouse Employer Name _____________ ----'Address ______________________ _ 

Spouse Employer Phone # ________ _ 

Full Time/Part Time/Seasonal (Circle one) 


