
(See DD Form 2005 for Privacy Act Statement) 
 

KIMBROUGH AMBULATORY CARE CENTER FULL REGISTRATION INFORMATION FORM 
(PLEASE PRINT LEGIBLY) 

SECTION I - PATIENT'S PERSONAL INFORMATION 

(All Personnel.) 

1. NAME (Last, first, middle) 2. SPONSOR'S SOCIAL SECURITY 
NUMBER 

3. DATE OF BIRTH (DDMMYY) 

4. PATIENT CATEGORY 5. FAMILY 
MEMBER PREFIX 

6. SEX 7. RELIGION 8. ETHNIC 9. RACE 10.MARITAL STATUS 

11a. HOME STREET ADDRESS (Street or RFD) 11b. CITY (City, town, installation) 11c. STATE 11d. ZIP CODE 

12. HOME PHONE OR CELL PHONE (Include Area 
Code) 

13. WORK PHONE (Include Area Code) 

SECTION II - INFORMATION CONCERNING MILITARY PERSONNEL 

(Military Personnel Only.) 

14. BRANCH OF SERVICE 

□ Army   � Air Force   � Navy   � Marine Corps   
� Coast Guard 

15. RANK 16. FLYING STATUS:   YES   or    NO 

17a. UNIT/SHIP (Name of unit, ship, organization or activity; and complete mailing address) 

17b. DUTY PHONE 17c. UNIT IDENTIFICATION CODE (If known) 18. LENGTH OF SERVICE 
  Years 
 Months 

18a.  ORGAN DONOR 
 

    YES      or       NO 

SECTION III - EMERGENCY CONTACT INFORMATION 

(All Personnel.) 

19. NAME (Last, first, middle) 20. RELATIONSHIP 21. PHONE (Include Area Code) 

22a. HOME STREET ADDRESS (Street or RFD) 22b. CITY (City, town, installation) 22c. STATE 22d. ZIP CODE 

SECTION IV - NEXT OF KIN INFORMATION 

(All Personnel.) 

23. IS THE EMERGENCY CONTACT THE SAME AS THE NEXT OF KIN?   � Yes   � No 

If you answered "Yes" to item 22, skip the rest of Section IV and go to Section V. 

24. NAME (Last, first, middle) 25. RELATIONSHIP 26. PHONE (Include Area Code) 

27a. HOME STREET ADDRESS (Street or RFD) 27b. CITY (City, town, installation) 27c. STATE 27d. ZIP CODE 

SECTION V - ALLERGIES TO MEDICATIONS 

(All Personnel.) 

28. List all medications you have allergies to and describe the alergic reaction. 

SIGNATURE DATE 

MEDDAC (Ft Meade) Form 700, 6 May 16 Previous edition is obsolete. 
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