
PRIMARY CARE PROVIDERS FOR A HEALTHY FELICIANA 

PCPFHF  Revised 9-29-2021 

PATIENT INFORMATION REVIEW/UPDATE  

Name: ______________________ Preferred Name________________ Social Security Number____________ 
 (First Name, Middle Initial, Last Name)  

Mailing Address ____________________________ Home Phone _______________________  

City, State, Zip _____________________________ Cell Phone ___________   

Birth Date __________    Head of Household: ___________________________  Number in Household _____  

Student:    Full Time      Part-Time   School ____________________________________Grade _________ 

Gender:  
 Male 

 Female 

 

Sexual Orientation: 

 Straight 
 Bisexual 
 Choose not to 
      disclose 
 Lesbian / Gay 

 Something else 

Gender Identity: 

 Choose not to disclose   
 Female 
 Male 
 Female to Male/Trans Male 
 Male to Female/Trans 

Female 

Race: (Check all that 
apply) 

 American Indian    
 Asian 
 Black 
 White     
 Other  

Ethnicity: 
   Hispanic/Latino 
    Non-Hispanic 
 
 
 

Migrant Work 

Status 
  Migrant 
  Seasonal 
  Not a 
Farm Worker 
 

Marital Status:  
 Single   

 Married   

 Widowed   

 Divorced 

 Partner 

 Separated 

Housing Status: 

  Not Homeless   

  Doubling Up 

  Permanent Supportive Housing 

  Shelter 

  Street 

  Transitional 

Primary Language: 

  English   

  French   

  Spanish; Castilian 

  Other 

  Refused 

Household Income: 

 $ _________ 

 
 Weekly 
 Monthly  
 Annually 

Are you a Veteran?  YES   NO    Email Address:______________________________  

Emergency Contact Name________________ Relationship to Patient______________Phone____________  

GUARANTOR INFORMATION (LEGAL GUARDIAN FOR MINOR) 

Person Responsible for account  Driver License #  

 (First Name, Middle Initial, Last Name) 

Relation to Patient   Date of Birth  Soc. Sec.   

Mailing Address   Phone   

Person Responsible is Employed by  Occupation  

Business Address  Business Phone   

INSURANCE INFORMATION Is this patient covered by an insurance?   Yes   No  

Insurance Co. Name  Insurance Ph.   

Insurance Co. Address   Subscriber Name   

Relation to Patient ____________________ Date of Birth ____________ Soc. Sec. #_____________________ 

Subscriber Address if different from patient’s_____________________________________________________ 

Policy#  ________________________________Group # __________________________________  

Is this patient covered by an additional insurance?   Yes   No  

ADDITIONAL INS. INFO. (SECONDARY OR TERTIARY INSURANCE) 

Insurance Co. Name _________________________________________ Insurance Phone_________________ 

Insurance Co. Address __________________________________Subscriber Name_______________________ 

Relation to Patient ___________________Date of Birth_____________ Soc. Sec. #______________________ 

Policy#  _______________________________Group # _________________________________  

ASSIGNMENT AND RELEASE 

I certify that if I (or my dependent) have insurance I will assign Directly to Primary Care Providers 

For A Healthy Feliciana, Inc d/b/a RKM Primary Care all insurance benefits, if any, otherwise payable 

to me for services rendered.  I am financially responsible for all charges whether or not paid 

by the insurance.  I hereby authorize RKM Primary Care to release all information necessary to 

secure payment of benefits. I authorize the use of the signature on all insurance submissions.  

Authorization is granted to release medical information to any physicians or entities to which I may 

be referred. 
 

________________________________________           __________________________                        ________________ 
Signature                                               Relationship to patient                 Date  
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