
SANTA FE SERVICE UNIT 
1700 CERRILLOS ROAD, SANTA FE, NM 87505 

Patient Registration Form 
 
 

Patient Information                                                                                                       Is this a Job Related Injury?       Y             N 
Last First MI Date of Birth Marital Status 

M        D        S 

City/State of Birth Sex SSN Current Community/How Long? 
 

Mailing Address 
 

City 
 

State 
 

Zip 

Physical Address 
 

City 
 

State 
 

Zip 

Cell Phone 
(        ) 

Home Phone 
(        ) 

Work Phone 
(        ) 

Have you ever been seen at any of our 
Other clinics: (circle all that apply) 
 

1. Santa Clara Clinic 
2. San Felipe Clinic 
3. Cochiti Clinic 
4. Santo Domingo Clinic 

Religious Preference Tribe of Membership Tribe Quantum 

Indian Blood Quantum Other Tribes CIB/Enrollment 

Place of Employment Name & Address City/State Phone # 
(        ) 

Fathers Name, (Last, First, Middle) Mothers Maiden Name ( Last, First, Middle) 

Fathers Place of Birth (City & State) Mothers Place of Birth (City & State) 

Father’s Place of Employment (required for patients under 18 years) Mother’s Place of Employment (required for patients under 18 years) 

Emergency Contact Name 
 

Phone # 
(        ) 

Relationship 
 

Emergency Contact Address 
 

City 
 

State 
 

Zip 

Next of Kin Name 
 

Phone # 
(        ) 

Relationship 
 

Next of Kin Address 
 

City 
 

State 
 

Zip 

Insurance Information 

Do You have any of the following?      Medicare                  Medicaid                 Private Insurance                   Workman’s Comp 
(Circle all that apply) 
                                                                                Tricare               Tricare For Life            Dental Insurance 

Please Provide a Copy of Insurance Card(s) 

Are you active Duty or a Dependent 
of Active Duty?     Yes          No 

If Yes Circle the appropriate designation 
 

If Active Duty or have Tricare, what  
Tricare Region are you Enrolled in? 
 

          Commissioned Corps 
                     USPHS                                    Military DoD                   Other Active Duty 
 

West           South         North 
 

Are you a Veteran of the Armed Forces?     Yes            No      
      
If yes what Branch?      

Do you receive or Qualify for Health Care Benefits at the  
VA?      Yes            No 

If you have none of the Third Party resources listed above, have you ever been screened by a Benefits Coordinator to see 
If you qualify for any third party assistance?      Yes           No                            

 
TURN PAGE OVER-Continued 



 
 

If you have any of the listed resources on the previous page, please provide the following Insurance Information 
 

Medical Insurance Other Insurance 
Insurance Name 
 

Insurance Name 

Policy Holder Name Policy Holder Name 
 

Policy Holder Date of Birth 
 

Policy Holder Date of Birth 

Group Name 
 

Group Name 

Policy # Group # Policy # 
 

Group # 
 

Expiration Date 
 

Expiration Date 

Dental Insurance  Pharmacy Insurance/ Medicare Part D Coverage 
Insurance Name 
 

Insurance Name 

 
Policy Holder Name 
 

Policy Holder Name 

 
Policy ID # or SS # 
 

Policy ID # or SS # 

 
Group # 
 

Group # 

 
Expiration Date 
 

Expiration Date 

 

Previous Health Care 
Please list the clinic(s), Hospital or IHS Facility you receive your health care 
at before coming to Santa Fe Indian Hospital: (including out of state) 

  
 

Name of Facility 
 

City/State Phone # 
(        ) 

Name of Facility 
 

City/State Phone # 
(        ) 

Name of Facility City/State Phone # 
(        ) 

 

 

 

 

 

 

New Chart Number_______________________________________    Registration Clerk Name_____________________________ 



 

Acknowledgement of Receipt of IHS Notice of Privacy Practices 

I hereby acknowledge of receipt of the Indian Health Services (IHS) Notice of Privacy Practices at: 

 

Santa Fe Indian Hospital 

1700 Cerrillos Road 

Santa Fe, NM 87505 

 

 

___________________________________    _______________ 
                  Signature of Patient       Date 

 

 

___________________________________    _______________ 
          Parent Signature if under 18 years      Date 

  

 

___________________________________    _______________ 
          Patient Registration Signature      Date 

 

 

 

 

 

 

For Patients Unable to Acknowledge Receipt: 

 

I hereby certify that the patient is unable to acknowledge receipt of the IHS Notice of Practices  

Because: 

 

___________________________________________________________________________________ 

 

 

 

 

___________________________________    _______________ 
          Patient Registration Signature      Date 

 




