
INJURY CARE REGISTRATION 
 

First Name Middle 

 

Last Name (include Jr., Sr. III, etc.) Today’s date 

 

ADDRESS 
 
STREET/PO BOX:  ________________________________________ 

CITY ____________________    STATE:  _______  ZIP:  __________ 

 DEMOGRAPHIC INFORMATION 
 
Our office participates in a federal program that requires us 
to record demographic information about our patients, 
including preferred language, race and ethnicity. 

   
CONTACT INFORMATION 
 
Home Phone No:   ______________ ________________________ 

Mobile Phone No:  ______________________________________ 

Work Phone No:  _______________________________________ 
 

 DEMOGRAPHIC INFORMATION – LANGUAGE 
Please indicate your preferred language. 
 

⃝   English 
 

⃝   Spanish 
 

⃝   Other (specify):  ____________________ 
 

   
 
Birth Date:  ___________________________________________ 

Social Security Number: _________________________________ 
 

MARITAL STATUS: 

⃝   Single           

⃝   Married 

⃝   Divorced          

⃝   Widow/Widower 

 DEMOGRAPHIC INFORMATION – RACE  
Please select one or more to indicate your race.  You may 
decline to answer this question. 
 

⃝   American Indian/Alaska Native 
 

⃝   Asian 
 

⃝   Black or African American 
 

⃝   Hispanic or Latino 
 

⃝   Native Hawaiian/Other Pacific Islander 
 

⃝   White 
 

⃝   I decline to answer 

   
EMERGENCY CONTACT 

Name:   ______________________________________________ 

Telephone Number:  ___________________________________ 

Relationship:  _________________________________________ 

 DEMOGRAPHIC INFORMATION – ETHNICITY 
Please indicate your ethnicity.  You may decline to answer 
this question. 
 

⃝   Hispanic or Latino 
 

⃝   Not Hispanic or Latino 
 

⃝   I decline to answer 
 

   
CONSENT FOR ELECTRONIC PRESCRIBING 
 

Our practice uses an electronic system to send prescriptions 
between our office and your pharmacy.  This system may allow 
your health care provider to see information about medications 
that you are already taking that may have been prescribed by 
other health care providers.  By signing this form you agree to 
allow your health care provider to use the electronic prescribing 
system to view this information. 
 
 

Patient Signature 

  

 



7736 Madison Blvd • Huntsville, AL 35806 
 256-830-8930 • fax 256-830-8932 

 
General Consent for Treatment 
I consent to have treatment or physical examination/ testing performed by the physician, 
nurse practitioner and professional staff at Crestwood Workers Care. I permit the provider 
to treat me in ways they judge are beneficial to me. I understand that this care may 
include examinations, x-rays, other tests, and the drawing of my blood. 
 
Consent is given by:   □ Patient           □ Other   
Patient unable to consent because:   __________________________________________. 
I, therefore, consent for the patient.  
Relationship to patient: _____________________. 
 
□ Yes          □ No   
I give permission for my medical information to be communicated to me via phone 
numbers listed in my chart. The following individuals may receive my   medical 
information over the phone:________________________________________ 
 
□ Yes          □ No   
I give permission for my medical information to be left in the form of a voicemail.  
 
□ Yes          □ No   
I give my permission to allow my healthcare provider to obtain my medication history 
from my pharmacy, my health plans, and my other healthcare providers. 
 
Signature: _______________________________________       Date: ______________ 
 
 
 
HIPAA Privacy Act 
I hereby acknowledge that I have been provided with a copy of the notice of Privacy 
Practices of Crestwood Workers Care. 
 
Signature of Patient or Authorized Party: ________________________________________                                             
Date: _____________________________ 
Time: _____________________________            □ AM □ PM   
 

If above signature is other than Patient, relationship to patient:  _____________________         

Interpreter, if utilized: _______________________________________________________  




