
 

 

CATAWBA VALLEY MEDICAL GROUP - PATIENT REGISTRATION FORM – CATAWBA VALLEY FAMILY HEALTH CENTERS-LRU 
 

         DATE_____/_____/______ 
 

 
NAME: LAST___________________________________ FIRST _______________________________ MIDDLE INITIAL __________  
 
CIRCLE ONE: MR.  MRS.  MISS.  MS.  JR.  NICKNAME OR PREVIOUS NAME: __________________________________ (IF APPLICABLE) 
 
DATE OF BIRTH ______/______/______  SEX   □ F  □ M  □Unknown  □Transgender   SOCIAL SECURITY # ______ / ______ / _______ 
 
MAILING ADDRESS __________________________________________________________________________________________ 
 
STREET ADDRESS (IF DIFFERENT FROM MAILING) _______________________________________________________________ 
 

CITY __________________________ STATE ____________ ZIP_______________ HOME PHONE (_______) _______ - _________      
 

CELL PHONE (_______) _______ - _________     WORK PHONE (_______) _______ - _________ EXT. __________ 

RACE: ______________________________________  ETHNICITY:  □ HISPANIC   □ NON-HISPANIC 
 
 

INTERPRETATION SERVICES NEEDED? __________ IF SO, WHAT LANGUAGE OR SERVICE: _________________________________  
 

PRIMARY CARE PROVIDER_________________________________________________________________________________________ 

 
□SINGLE □ DIVORCED □ LEGALLY SEPARATED  □ PARTNER 
 
□ MARRIED (SPOUSE NAME __________________) □ WIDOWED □ UNKNOWN 

 

DEPARTMENT NAME __________________________ □ FULL TIME   □ PART TIME  

 
 

Is it okay to leave a message regarding your appointment reminder?    □ Yes    □ No 
 

Please choose ONE option for your appointment reminder communication:  

□ Phone     Preferred Phone: ________________________ Preferred time:  □ Morning       □ Afternoon □ Evening             

□ Text         Preferred Phone: ________________________   Preferred time:  □ Morning     □ Afternoon   □ Evening      

May we leave a message to have you return our call with family, friends, or on an answering machine at:    

HOME □ Yes   □ No       CELL  □ Yes   □ No  WORK  □ Yes   □ No 
 

I can STOP text reminders at any time by contacting my practice directly and requesting that text appointment reminders to be turned off  
  

Please check any or all the following options to give us permission to send you important health reminders via: 

□ Email- emails are sent to the email address provided in the ‘Web Enable/ Patient Portal Access’ section of this Form- for the ages indicated 

□ Letter    

 
(Responsible party is the person financially responsible for the patient statement/bills) 
 

□ SELF    □ GUARANTOR - RELATIONSHIP TO PATIENT _____________________(Complete below if different than “Patient Information” above) 

 
NAME________________________________________ ADDRESS _______________________________________________________ 
 

CITY___________________________ STATE ________ ZIP________________ HOME PHONE (_______) _______ - _________      
 

DOB_____/_____/______  SOCIAL SECURITY # ______ / ______ / _______   SEX □ F  □ M 
 

EMPLOYER NAME _____________________________________ ADDRESS ____________________________________________ 
 
 
 
 

□ Yes   □ No             Email Address:  ___________________________________________________________________________ 
 

 

PATIENT INFORMATION:  

APPOINTMENT AND HEALTH REMINDERS:
  

RESPONSIBLE PARTY / POLICY HOLDER: 

WEB ENABLE/ PATIENT PORTAL ACCESS 

PATIENT EMPLOYMENT STATUS:  

PATIENT MARITAL STATUS: 



 

 

 

 

NAME ________________________________________________ NAME _________________________________________________ 

 

LOCATION ____________________________________________ LOCATION _____________________________________________ 

      

 

I understand that Catawba Valley Medical Group may need to access my refill information at all of my pharmacies regarding the prescriptions that I 
have had filled.    □ Yes  □ No 

 

Authorized to release medical information to Emergency Contact? □ Yes     □ No    
 
NAME: LAST___________________________ FIRST ____________________ RELATIONSHIP TO PATIENT__________________ 
 

ADDRESS______________________________________ CITY ______________________ STATE ________ ZIP ____________ 
  
HOME PHONE (_______) _______ - _________     WORK PHONE (_______) _______ - _________ EXT. _______ 
 

MOBILE/CELL PHONE:  (________) ______ - ___________     
  
 
 

If patient is a minor, can patient receive medical care without a parent/guardian being present?          □ YES       □ NO  
 

If patient is a minor, who can authorize medical care other than a parent/guardian, please list: ______________________________________  
  
If patient is a minor, parent sign here for permission to treat in your absence: ____________________________________________________  
                               Parent Signature      Date    

 
  
 

Name Phone Relationship to Patient 

   

   

   

   

 

Consent to medical treatment:  I voluntarily consent to such diagnostic procedures and care deemed necessary by the physician, his or her 
assistant or designated consultants.  I understand the practice of medicine and surgery is not an exact science and I further acknowledge that no 
guarantees have been made to me as to the result of examination or treatment in this clinic.    
Conditions of clinical and financial services:  In some instances, your insurance will be automatically filed as a courtesy to you.  Please be sure 
to provide a copy of your insurance card to staff.   Insurance co-pays and unmet deductibles are due at time of service.  I understand and 
acknowledge that I am liable for all charges designated my responsibility that is not paid by insurance.  
Authorization to release information: I hereby authorize my provider to release all information pertaining to my treatment to my insurance 
company or companies and to any other physician or health care provider to whom I may be referred.  I hereby authorize regulatory and accrediting 
agencies to review my medical record during surveys or inspections. In an effort to improve my care, CVMG is participating in a health information 
exchange, which is a secure electronic database of patient information contributed by participating hospitals and providers.  
My medical information will be contributed to the health information exchange unless I choose not to participate or to “opt out”.  
Assignment of benefits: I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, including 
Medicaid, private insurance, and other health plans to: Catawba Valley Medical Group.  
Notice of privacy practices: My signature below acknowledges that I have been given the opportunity to receive a full disclosure of the privacy 
practices as outlined by the health insurance portability and accountability act of 1996.  
Personal Valuables: I understand that CVMC/CVMG is not responsible for personal valuables brought into the practice or left in my vehicle.  
Recording or Filming: Recording or Filming (to include photographs, video, electronic or audio media): I understand that from time to time 
Catawba Valley Medical Group (CVMG) may record or film me while care is being provided (for example, photo documentation of injuries). I 
understand that these recordings/films/photos will only be viewed internally for identification purposes; for the treatment, diagnosis or evaluation of 
my care; or for internal organizational use to assist in maintaining or improving quality of care and to educate medical staff.  
  

I have read the Consent to Medical Treatment, Financial Information and other information above. I 
understand and agree to its terms.   
 

                                                                                                                     (DATE) 

 

  (DATE) Rev 05.08.2024 

EMERGENCY CONTACT: 

AUTHORIZATION TO RELEASE MEDICAL INFORMATION TO:  (example:  spouse, child, or caregiver) 

PHARMACY (RETAIL): PHARMACY (MAIL ORDER): 

PRESCRIPTION REFILLS: 

CONSENT TO TREAT MINOR: 

(PATIENT SIGNATURE)

(RESPONSIBLE PARTY SIGNATURE)                                 (RELATIONSHIP)
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