
                                                                        

610 N California St, Missoula, MT 59802 

PHONE (406) 721-1646 or (800) 727-2546  

FAX (406) 543-9890 www.bluemountainclinic.org 

 

Patient Registration Form 
ALL INFORMATION IS CONFIDENTIAL 

 

 

 

 

 

 

Authorization, consent of professional services and release of information:  all professional forms rendered are charged to the patient; 
necessary forms will be completed to expedite insurance carrier payments. The patient is responsible for all fees regardless of insurance 
coverage. All services provided to you as a patient of blue mountain clinic are payable at the time of service and are the sole 
responsibility of you “the patient” and/or guarantor of “your children.”  
 

Demographic Information 

Patient’s Legal Name:           Last                     First                     Middle  

 

 

Preferred Name: 

Sex:   ☐  M     ☐  F                             Gender if different:                                          Pronouns: 
 

While we recognize a number of genders and sexes, many insurance companies and legal entities unfortunately do not. Please be aware that 
the name and sex listed on your insurance must be used on documents pertaining to insurance, billing, and legal correspondence. If your name 
and pronouns are different from these, please let us know so we may address you appropriately and respectfully.  

Date of Birth: Social Security Number: 
 

Mailing address: 
 

City 
 

State Zip 

Cell Phone: 
 

Home/Other Phone: 
 

Patient Email: 
 
 

Other Parent/Guardian email: 

Language preferred: 
 

Race: Ethnicity: 

Marital Status:           ☐ Single      ☐ Married      ☐ Divorced      ☐ Separated      ☐ Widow      ☐ Partner 

Emergency Contact Name: 
 

 

Relationship to patient: Cell Phone: 

Emergency Contact Name: Relationship to patient: Cell Phone: 
 
 

 

Guarantor (for dependents) 

Guarantor Name (person statements should be sent to) 
 
 
Primary Insurance Plan Name: 
 
 

Policy Number: 
 
Group Number: 

Policy Holder Name and DOB: 
 
 

Patient Relationship to Policy Holder: 

 

Secondary Insurance Plan Name: Policy Number: 
 
Group Number: 

Policy Holder Name and DOB: 
 
 

Patient Relationship to Policy Holder 
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Patient Agreement  

 

 

 

 

I hereby authorize blue mountain clinic to furnish insurance companies or the representatives information concerning myself 
and or my dependent’s illness and treatments and I hereby assign to Blue Mountain Clinic all payments for medical services 
rendered by myself or my dependents.  
 
I understand that I am responsible for any amount not covered by insurance. 
 

I hereby authorize and release the clinicians and whomever he/she may designate as his/her assistant to administer treatments, 
physical exams, x-ray, laboratory procedures, medical care or any clinical service that he/she deems necessary in my case. I 
further authorize him/her to disclose all or part of my (patient) records to any person or corporation which is or may be liable 
under contract to the clinic or to the patient or to a family member or employer of the patient for all or part of the clinic charge, 
including but not limited to hospital for medical services company, insurance company, worker’s compensation carriers, welfare 
funds, or the patient’s employer.  
 
Patient information consent: I understand that Blue Mountain Clinic may need to use and disclose information about my 
health or medical history for the purpose of arranging, conducting, referring treatment, obtaining payment of services, and for 
the purposes of operating the practice. I consent to the use of my information for the purpose of treatment, payment, and 
healthcare operations. I authorize Blue Mountain Clinic to obtain/have access to my medical history.  
 
I understand that my consent is not needed if the law requires Blue Mountain Clinic to report some aspects of my protected 
health information to a government agency (for example suspected abuse, communicable disease, and potential bodily harm to 
myself or others).  
 
I understand that I have a right to review the Blue Mountain Clinic Privacy Notice, to request restrictions be put on the use of my 
information and revoke my consent later in writing. 
 
I understand that if I withhold consent for the use of my medical information for the purpose of treatment, payment or 
operations, Blue Mountain Clinic may refuse to undertake my care.  
 
I, and the undersigned, hereby consent to the following: administration and performance of all treatments, administration of 
any needed anesthetics, administration of any CDC recommended vaccinations, performance of such procedures as may be 
necessary or advisable in the treatment of this patient, use of prescribed medications, performance of diagnostic 
procedures/tests, cultures, biopsies and surgery, performance of other medically accepted laboratory tests that may be 
considered medically necessary or advisable based on the judgement of the attending physician or their assigned designee. I 
fully understand that this is given in advance of any specific diagnosis or treatment. I intend this consent to be continuing in 
nature even after specific diagnosis has been made and treatment recommended. The consent will remain in full force until 
revoked in writing.  
 
I understand that Blue Mountain Clinic may refuse care due to no-shows, lack of payment, disrespect to staff, or 
destruction/theft of property.  
 

Medicare patients: I authorize the release of medical information about me to the Social Security Administration and its 
intermediaries for my Medicare claims. I signed the benefits payable for the services to Blue Mountain Clinic.  
 
HIPAA Acknowledgement: I have received and read the Blue Mountain Clinic Notice of Privacy Practices. In my absence or for 
the benefit of gaining medical advice on my behalf, I authorize the below listed person(s) to gain patient health information for 
or with me.  
 
Do we have your permission to : 

Leave a voicemail?    ☐ yes     or ☐ no    

Contact you via text message?   ☐ yes     or ☐ no    

Contact you via email?    ☐ yes     or ☐ no      

Enter immunization records into IMMTRAX  ☐ yes     or ☐ no   
(state vaccine system) 

 

I certify that I have read and fully understand the above statements and consent voluntarily to the content. I certify that all 

information provided above is true and correct to my knowledge. 

 

 
Patient (or Guardian) Signature ______________________________________________________ Date __________________   



 
Phone: (406) 721-1646  | Fax: (406) 543-9890 

610 N. California St., Missoula, MT 59802  

 

Legal Name  __________________________________________________________  Birth Date:  _______ / _______ / __________ 
                           (First)                                                   (last)                                         (middle initial)                                                            
 
Previous/Maiden Name ___________________________________ Preferred pharmacy: _________________________________ 
                                                                  (if applicable) 
 
What are your current health goals? ___________________________________________________________________________________ 
________________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________________ 

MEDICAL HISTORY (past and present) YES NO Date / How Often / List or Describe 

Respiratory  
Lung/Sinus problems, Asthma ☐ ☐  
Cardiac 
High Blood Pressure, Heart Murmur,  
High Cholesterol, Blood Clotting Disorder 

☐ ☐ 
 

Gastrointestinal 
Liver, Stomach, Gallbladder, Bowel, Heartburn ☐ ☐  
Joint Problems 
Pain, Swelling, Injury, Arthritis ☐ ☐  
Genital/Urinary Problems 
Bladder, Kidney, Sexual Function, STD’s, other ☐ ☐  
Hormonal    
PMS, Diabetes, Thyroid, other ☐ ☐  
Neurological    
Migraines, Seizures, other ☐ ☐  
Psychological    
Depression, Anxiety, other  ☐ ☐  
Other health related events 
Illness, injuries, hospitalizations, other ☐ ☐  
Surgeries 
surgery/year ___________________________________________   surgery/year ___________________________________________ 
surgery/year ___________________________________________   surgery/year ___________________________________________ 

 

FAMILY HISTORY (check and write relationship of relative) 
☐ Alcohol abuse ☐ Depression ☐ Colon Cancer 
☐ Alzheimer’s ☐ Diabetes ☐ Breast Cancer 
☐ Anxiety ☐ Liver Disease ☐ Cancer (other) 
☐ Asthma ☐ High cholesterol ☐ 
☐ Stroke ☐ High blood pressure ☐ 
☐ COPD ☐ Hyper/Hypothyroidism ☐ 
☐ Heart attack/CAD ☐ Seizure disorder ☐ 

☐ DVT/blood clot ☐ Aortic Aneurysm ☐ 

 

 

* * * We are NOT currently taking new patients on controlled prescriptions (ie: Adderall, Hydrocodone) * * * 
Please list all medications: 
 



 

SOCIAL HISTORY 

ADULT (AGES 18+) 

 

PEDIATRIC (AGES 0-17) 

Preferred Name: Preferred Name: 

Marital Status:  ☐ Married  ☐ Single  ☐ Divorced   
                 ☐ Separated  ☐ Widowed  ☐ Partner 

Parents’ Names: 

Spouse’s Name:  Siblings’ Names: 

Children’s Names: Anyone else patient lives with: 

Hobbies: Grade Level: 
Diet: ☐ Regular  ☐ Vegetarian  ☐ Vegan   
 ☐ Gluten-free  ☐ Low Carb  ☐ Other (specify) 

Name of school: 

Exercise:   ☐ None  ☐ Rare  ☐ 1-2 days/week 
     ☐ 3-4 days/week  ☐ 5-7 days/ week  

Hobbies/Sports: 

Alcohol Use:   
☐ None ☐ Rare ☐ Occasional ☐ Daily - number of drinks/day: 

Have you ever smoked tobacco? 
 ☐ Never    ☐ Former    ☐ Current 

Illicit Drug Use (past or present): ☐ no  ☐ yes (if yes, please list) 
 

Do you / have you ever vaped?     
 ☐ Never    ☐ Former    ☐ Current 

Marijuana Use (medical or recreational): 
☐ None    ☐ Rare    ☐ 1-2 days/week    ☐ 3 days/week    ☐ Daily   

Do you / have you ever chewed tobacco?    
 ☐ Never    ☐ Former    ☐ Current 

Total cups per day:  
                                       Coffee _____   Tea _____   Soda______    

Are you passively exposed to smoke?  
 ☐  yes     ☐  no 

Have you ever smoked tobacco? 
☐ Never    ☐ Former    ☐ Current  
How many years have/did you smoke? ____________ 
What age did you start smoking? ____________  
How much do you currently smoke? ____________ 
What year did you quit smoking? ____________ 

Are there any smokers in your house?   
☐  yes     ☐  no 

What is your home situation? 
 ☐ Mother   ☐ Father   ☐ Split houses ☐ Other 

Do you / have you ever vaped?     
 ☐ Never    ☐ Former   ☐ Current  
How many years have/did you vape?  ____________ 

Parents’ Marital Status:  
☐ Married  ☐ Single  ☐ Divorced   
☐ Separated ☐ Widowed  ☐ Partner 

Do you / have you ever chewed tobacco?    
 ☐ Never    ☐ Former   ☐ Current 
How many years have/did you chew?  ____________ 

Gender Identity: 
 ☐ Female ☐ Male ☐ Other (Please specify): 

Are you passively exposed to smoke?  
 ☐  yes     ☐  no 

Assigned sex at birth:    ☐ Female   ☐ Male     

What is your highest level of education? Sexual orientation:  
☐ Homosexual ☐ Heterosexual 
☐ Bisexual  ☐ Other: 

Are you currently in school?  ☐  yes     ☐  no If Applicable: 
Are you at risk for STI?    ☐  yes     ☐  no  
Are you sexually active? ☐  yes     ☐  no 
Do you use protection during sex?  
    ☐ Always   ☐ Usually   ☐ No 

What is your occupation? 

Are you able to walk?  ☐  yes     ☐  no 
Do you use:   ☐ Cane   ☐ Walker   ☐ Wheelchair 

 
Please list any additional information or medications 
here: 
 
 

Are you at risk for STI?    ☐  yes     ☐  no  
Are you sexually active? ☐  yes     ☐  no 
Do you use protection during sex?  
    ☐ Always   ☐ Usually   ☐ No 
Do you have an advanced directive?  ☐  yes     ☐  no 

Do you have a medical power of attorney? ☐  yes     ☐  no 

Gender Identity:  ☐ Female  ☐ Male  ☐ Other (Please specify): 

Assigned sex at birth: ☐ Female   ☐ Male     

Sexual orientation: ☐ Homosexual ☐ Heterosexual  
☐ Bisexual  ☐ Other: 

 


	2026_medhistory
	2026_ptagreement
	2026_registrationform

