International Health Services 
Fact Sheet
Date:  ____________________
    month   day    year
Family surname: __________________________________________

(family members LEGAL names, including self, eligible to be seen in the clinic ):  

1. _____________________ DOB___/___/_____ M/F          4. ___________________DOB___/____/_____M/F
                                                                                       month  / day   /  year
2. _____________________ DOB___/___/_____ M/F	5. ___________________ DOB___/___/_____ M/F
3. _____________________ DOB___/___/_____ M/F 	6. ___________________ DOB___/___/_____ M/F

Local Address:
Street:_________________________________________________________________________
City:___________________________________________________	Apt: _______________
State: __________________________________________________Zip Code: ________________

Email(s):_____________________________________________________________________________
              __________________________________________________________
Phone number(s):
Home: ________________________________________________________________________

Cell(s): ________________________________________________________________________
	______________________________________________________

Work/Other: ___________________________________________________________________

May we leave a message with medical results?  (Please initial one) Y___________  N____________
 If yes, on which number(s) may we leave messages?	 ________________________________________________________________________________
Can we leave a message if someone besides yourself answers the phone?  Y_______  N_________
If yes, with whom:_________________________________________________________________

Emergency contact (besides spouse):
Name: ____________________________________relationship:__________________________

Number:_______________________________________________________________________

Organizational Affiliation: _____________________________________________________________

Medicare:	Yes __	 Part A: __ Part B: __   No:___     Country of citizenship:_____________________
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