
 
 
Gerald Family Care, P.C. 
Melvin D. Gerald, M.D., M.P.H., Founder                            Family Practice 
 

De Paul Professional Building                        Glenarden Medical Center 
1160 Varnum St. NE, STE #117                       7940 Johnson Avenue 
Washington, D.C.  20017                       Glenarden, MD 20706 
(202) 832- 7007                     (301) 364- 3200 

 GFC PATIENT REGISTRATION WORKSHEET 

Please PRINT all entries 

Name:_____________________________________________ Date of Birth ____/ ____/ _______ 
    FIRST           MI    LAST         MM         DD            YEAR 

Mailing Address _____________________________________________________________ 
   STREET ADDRESS        APT # 

        _____________________________________________________________ 
   CITY      STATE   ZIP 

Preferred Telephone Number __________________________ 

2nd Telephone Number ________________________________ 

Sex ___________ 

Social Security Number ________ - ________ - ________ 

Marital Status:     Single spat  Married spat  Divorced spat  Separated spat  Widowed 

Employment Status:  Not employed spat  Self-employed spat  Retired spat  Full-time military 

Employed:      Full-time sp  Part time 

    Name of employer (if any): ___________________________________ 

Who should be contacted in the event of an emergency? 

Name __________________________________ 

Relationship to patient _____________________ 

Telephone Number     _____________________ 

What is your preferred pharmacy? 

Name  ______________________________ 

Location ______________________________ 

Name of insurance company _____________________________ 

Name of subscriber of insurance (if not patient) ______________________________ 
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