
PATIENT’S ACCT#______________
RECEPTIONIST________________
DATE________________________

PATIENT’S REGISTRATION FORM
PLEASE PRINT AND COMPLETE ALL ENTRIES

Patient’s Information
PATIENT’S NAME (LAST, FIRST, MIDDLE) MAIDEN NAME DATE OF BIRTH AGE SEX

STREET ADDRESS SOCIAL SECURITY NO.

CITY, STATE, ZIP DRIVER’S LICENSE NO.

EMAIL ADDRESS HOME PHONE NO.

(               )
CELLULAR PHONE

(               )

RACE ETHNICITY LANGUAGE

EMPLOYER OCCUPATION EMPLOYER’S PHONE NO.

(               )

STREET ADDRESS ARE YOU A STUDENT?

CITY, STATE, ZIP

SPOUSE or GUARDIAN’S NAME SOCIAL SECURITY NO. DATE OF BIRTH

SPOUSE or GUARDIAN’S EMPLOYER SPOUSE or GUARDIAN’S EMPLOYER’S PHONE NO.

(               )

WHO MAY WE THANK FOR REFERRING YOU TO US? PHONE NO.

(               )

WHO IS FINANCIALLY RESPONSIBLE FOR PAYMENT? I’LL BE PAYING BY:

Insurance Information
SUBSCRIBER’S NAME:  LAST                                                        FIRST DATE OF BIRTH SOCIAL SECURITY NO.

PRIMARY INSURANCE COMPANY’S NAME                                  I.D. NO. GROUP NO. INSURANCE PHONE NO.

ADDRESS                                                                                       CITY, STATE, ZIP RELATIONSHIP TO SUBSCRIBER

SUBSCRIBER’S NAME:  LAST                                                        FIRST DATE OF BIRTH SOCIAL SECURITY NO.

SECONDARY INSURANCE COMPANY’S NAME                            I.D. NO. GROUP NO. PHONE NO.

(               )

ADDRESS                                                                                       CITY, STATE, ZIP RELATIONSHIP TO SUBSCRIBER

Emergency Contact’s Information
EMERGENCY CONTACT RELATIONSHIP PHONE NO.

(               )

NEAREST RELATIVE NOT LIVING WITH YOU RELATIONSHIP RELATIVE’S PHONE NO.

(               )

PRIMARY CARE PHYSICIAN PHYSICIAN’S PHONE NO.

(               )

SIGNATURE:_______________________________________________________________________ DATE:________________________________________________________

o   F
o  M

o SINGLE

o DIVORCED

o AMERICAN INDIAN or ALASKA NATIVE
o ASIAN
o NATIVE HAWAIIAN or OTHER PACIFIC
o AFRICAN AMERICAN
o CAUCASIAN

o HISPANIC
o OTHER RACE
o OTHER PACIFIC ISLANDER
o UNREPORTED

o HISPANIC or LATINO
o NOT HISPANIC or LATINO
o REFUSED TO REPORT

o YES

o FULL-TIME

o CASH               o CHECK               o CREDIT CARD

o MARRIED

o WIDOWED

o ENGLISH
o POLISH

o TRANSLATOR

o SPANISH
o OTHER

o NO

o PART-TIME
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