
Sponsor Information

	Name

Last:                                                    First:                                         MI:

	Social Security Number:

             -          -
	Date of Birth: (month / day / year)
                /                 /
	Gender (please circle)
         Male                   Female 

	
	

	Patient Category (please circle)
	Pay Grade (please circle)

	Active Duty
	Reserve
	O1  O2  O3  O4  O5  O6  O7  O8  O9  O10

	Guard
	Retired
	E1   E2   E3   E4   E5   E6   E7   E8   E9

	Other (indicate below)
	Deceased
	

	
	
	Please verify your information in DEERS to make sure it is complete, current, and accurate

	
	
	

	

	Home Address


	Home Phone:



	City
	State


	Zip

	

	Unit Name


	Duty Phone:



	City


	State
	Zip

	

	Please circle which form of TriCare you are enrolled in:
	   Prime          Extra          Standard          TFL 

	

	**Other Health Insurance**

If you are over the age of 18 and have any other health insurance, including any form of Medicare or Medicaid, or supplementary benefits, please fill out the attached DD Form 2569.

	

	**Drug Allergies**

If you have any allergies to drugs, please list below (ie penicillin, sulfa, codeine)

	1.
	2.
	3.

	4.
	5.
	6.

	

	Comments:




__________________________________

 _____________________________

    (Signature of Sponsor)



 
(Date)

PRIVACY ACT STATEMENT AUTHORITY: Title 10 USC, Sec. 1095; EO 9397.

PRINCIPAL PURPOSE(S): Information will be used to collect from private patients for medical prescription medication provided by the Military Treatment Facility (MTF). 

ROUTINE USE(S): The information on this form will be used for pre-registration into the Composite Health Care System.  

DISCLOSURE: Voluntary; however, failure to provide complete and accurate information may result in delays in picking up prescription medication.
460th Medical Squadron


Buckley AFB, CO


PATIENT REGISTRATION FORM











