
Creek Valley Health Clinic 

We are committed to provide 100% access to quality, safe, professional health services for all citizens of our 

community and surrounding area without regard to race, religion, age, gender, or ability to pay. Our goal is 

improved physical and emotional wellness for all. 

PATIENT INFORMATION 

PATIENT NAME : (Last) (First) (Middle) 

ADDRESS: P.O. Box Street Address 

EMAIL ADDRESS: 

CITY: I STATE: I ZIP:

HOME PHONE: ( ) BIRTHDATE: 
I 

AGE:

SS# LJ SINGLE □ MARRIED □ OTHER

PAYMENT RESPONSIBILITY 

IS THE PATIENT COVERED BY HEALTH INSURANCE? □YES □NO □ NOT SURE

IF THE PATIENT IS NOT COVERED BY ANY INSURANCES OR HEALTHCARE PLAN, THE RESPONSIBLE PERSON ACCEPTS RESPONSIBILITY FOR 

PAYMENT OF THIS ACCOUNT. PLEASE DISCUSS ARRANGEMENTS OR DISCOUNT ELIGIBILITY WITH CREEK VALLEY HEALTH CLINIC STAFF. 

PLEASE DO NOT ALLOW LACK OF INSURANCES OR FUNDS TO ADVERSELY EFFECT THE HEALTH OF THE PATIENT. 

NAME AND ADDRESS OF RESPONSIBLE PERSON OR POLICY HOLDER: 

RELATIONSHIP TO PATIENT : LJ SELF □ SPOUSE □ PARENT □ OTHER:

BIRTH DATE: 110# I GROUP# 

INSURANCE COMPANY : 

IS PATIENT COVERED BY AN ADDITIONAL INSURANCE COMPANY ? □ YES □ NO □ NOT SURE

NAME OF POLICY HOLDER : BIRTH DATE: 

INSURANCE COMPANY : 
I 

'°# GROUP# 

EMERGENCY CONTACT 

NAME : (LAST ) (FIRST) (MIDDLE) 

HOME PHONE : ( 
I 

WORK PHONE :(

RELATIONSHIP TO PATIENT: _____________ _ 

PLEASE CONTINUE THIS FORM ON THE BACK 






















