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Welcome to Salinas Valley Medical Clinic

The physicians and staff of Salinas Valley Medical Clinic-Multi-Specialty Care extend a warm
welcome to you as a new patient. We appreciate the opportunity to serve your medical needs
and are committed to the highest level of quality in patient care and satisfaction.

Enclosed are New Patient Registration and Personal Health History forms. Please take a few
minutes to complete the forms and bring them with you to your first appointment. Please do
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