
 PATIENT REGISTRATION FORM 

 Name________________________________________________________________________________ 
 Last  First  M.I. 

 Date of Birth:___/___/___   Age:___    Sex:  (circle one)  Male     Female        Social Security #____________ 

 Please Circle One:  Single  Married  Widow(er)  Divorced  Separated 

 Mailing Address_______________________________________________________________________ 

 City________________________  State___________________________ Zip Code_________________ 

 Home Phone_____________________________ Cell Phone:___________________________________ 

 Email:_______________________________________________________________________________ 

 Pharmacy Name:___________________________________ Phone:______________________________ 

 Employer:______________________________________Work Phone:____________________________ 

 SPOUSE, PARENT, OR RESPONSIBLE PARTY: 

 Name:_________________________________________________________ Date of Birth:___/___/___ 

 Address:____________________________________________________ Phone:__________________ 

 May we leave personal medical information on your answering machine at home?  YES        NO 

 Do you give our office permission to discuss your medical information with your family?  YES       NO 

 If yes, please provide their names and phone numbers below: 

 Name:______________________________Relationship:_____________Phone:____________________ 
 Name:______________________________Relationship:_____________Phone:____________________ 
 Name:______________________________Relationship:_____________Phone:____________________ 
 Name:______________________________Relationship:_____________Phone:____________________ 

 EMERGENCY CONTACT INFORMATION: 

 In case of an Emergency, whom should we notify?____________________________________________ 
 Relationship to Patient:___________________________________ Phone:_________________________ 

 INSURANCE INFORMATION:  Do you have health insurance?  (circle one)    YES     NO 

 If yes, please present your insurance card to the receptionist and complete the below insurance information. 
 If we are not a provider for your insurance, we ask you to pay for your office visits at the 

 time service is rendered 
 Primary Insurance Carrier:_______________________________________________________________ 
 Name of Subscriber:______________________________________________ Date of Birth:___/___/___ 

 Secondary Insurance Carrier:_____________________________________________________________ 
 Name of Subscriber:______________________________________________ Date of Birth:___/___/___ 

 Referred by  :  ________________________________________  Phone:___________________________ 

 Patient Signature:  ___________________________________________________  Date:  ____/____/____ 


