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“For all your Interpreting & Translation Needs”

Appointment Date: / / Appointment Time: AM / PM
Patient Information Provider Information
Name: Name:
Address: Address:
City/State/Zip: City/State/Zip:
Phone Number: Phone Number:
Insurance/Member Number: Healthcare Provider Name:
Date of Birth Gender:
Responsible Party:

Interpreter Information

Name:
First Middle Last Language
Interpreter Signature Date
To be Completed by Clinic Staff ONLY 1 No Show [ Conference Call
Arrival Time: AM / PM Departure Time: AM / PM

By signing this you acknowledge under the penalty of perjury that the interpreting services start
and end time listed above is accurate to the best of your knowledge.

Clinic Staff Signature Date Printed Name
Comments:
©2009 GLTS, Inc. 2002 23rd Ave So
Minneapolis, MN 55404 10/2009

612-886-3338 Phone
612-886-3351 Fax
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