
Completed: ____________ / ______________ 
                       Initials                       Empl. #  

     Guam Radiology Consultants 
Guam Medical Plaza, Suite 210 633 Governor Carlos Camacho Road, Tamuning, Guam 96913 

Tel: (671) 649-1001 Fax: (671) 649-1002 
 

PATIENT DEMOGRAPHICS 
Date: ________________________                           Email Address______________________________ 

PATIENT REGISTRATION                                                 Please fill out the form as accurately as possible.  Thank You! 

 
Name: ________________________________________________________ Date of Birth: __________________ Age: _____________ 
 Last Name  First Name        Middle initial                                                                                                Month   Day  Year 

Social Security #: ___________________________________________Gender: F    M    Marital Status:  S    / M   / D   / W    
 
Mailing Address: _________________________________________________________________________________________________ 
 
City: ______________________________ State: ________________________ Zip Code: ______________________________________ 
 
Home Phone #: _______________ ____Work Phone #: ________________ _____Cell Phone /Pager: ____________________________ 
 
Employer:  ______________________________________________ Occupation: ____________________________________________ 
 
Personal Physician: ____________________________ _________________Referring Physician: _______________________________  

 
 

PERSON RESPONSIBLE FOR ACCOUNT (SUBSCRIBER) 

 

Name: ___________________________________________ ____________Date of Birth:   _____________________________________   
 Last Name          First Name                                      Middle Initial                         Month     Day      Year 

Social Security #: ________________________________________ Relationship to Patient:  ___________________________________ 
 
Mailing Address: _________________________________________________________________________________________________ 
 
City: ______________________________ State: ___________________________ Zip Code:  ___________________________________ 
 
Home Phone #: _______________________ Work Phone #: _________________________ Cell Phone /Pager: ____________________ 
 
Employer: ___________________________________________ Occupation:________________________________________________  

 

EMERGENCY CONTACT INFORMATION 
 

Name: ____________________________________________________ Relationship to Patient: _________________________________ 
 Last Name         First Name                                 Middle initial    

 
Home Phone #: ___________________ Work Phone #: _______________________ Cell Phone /Pager: __________________________  

 

PRIMARY INSURANCE / SELF PAY  
 

Insurance Company: ____________________________________________Policy #:__________________________________________ 
 
Coverage: ___________________________________________________ Subscriber: ________________________________________ 
(If Off-island insurance company, please provide information below as accurately as possible) 
 
Address: ______________________________________City: ___________________ State: _____________ Zip Code: ______________ 

 

SECONDARY INSURANCE 
 

Insurance Company: ______________________________________________Policy #:  ______________________________ 

 
Coverage: _____________________________________________________ Subscriber: ______________________________________ 
(If Off-island insurance company, please provide information below as accurately as possible) 
Address: __________________________________________City: _________________ State: ______________ Zip Code:  _________ 
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