
 
PATIENT REGISTRATION 

 
First Name: ____________________________________ Last Name: ______________________________________ M.I.______  
 
Preferred Name: ______________________ Date of Birth: ____________________   Social Security #: ____________________  
 
Email Address: __________________________________     Referred by: ___________________________________________    
 
 Patient is:   ______ Policy Holder _______ Responsible Party 
____________________________________________________________________________________________________________ 
Patient Information  
 
Address: _______________________________________________ City, State, Zip Code ___________________________________  
 
Phone Numbers: Home __________________________Work __________________________ Cell ___________________________  
Circle the best number you can be reached at:    Home    Work    Cell  
 
Sex:     Male    Female               Marital Status:     Single     Married     Divorced    Separated    Widowed  
 
Employer: ____________________________________________________ Occupation: _________________________________  
 
Address of Employer: _________________________________________ City, State, Zip Code ________________________________  
____________________________________________________________________________________________________________ 
Emergency Contact  
 
Name: _________________________________________________________ Relationship to Patient: _____________________  
 
Contact Numbers: Home ____________________________ Work ___________________________ Cell _______________________  
____________________________________________________________________________________________________________ 
Primary Insurance Information  
 
Name of Insured: ___________________________________________ Relationship to Patient: ______________________________  
 
Insured Soc. Sec.: __________________________________ Insured Date of Birth: ____________________________  
 
Name of Employer: ________________________________________________ Group Number: __________________________  
 
Name of Insurance Company: ____________________________________________________________  
 
Ins. Co. Address: _________________________________________ City, State, Zip Code:____________________________________  
____________________________________________________________________________________________________________ 
Responsible Party (if someone other than patient)  
 
First Name: ___________________________________ Last Name: _____________________________________ M.I.__________  
 
Address: ____________________________________________________ City, State, Zip Code ______________________________  
 
Phone Numbers: Home ___________________________ Work ___________________________Cell __________________________  
Best number you can be reached at: Home Work Cell  
 
Date of Birth: ____________________________    Soc. Sec._______________________________  
 
Employer: __________________________________________________ Occupation: ___________________________  
 

Employer Address: ____________________________________________ City, State, Zip Code: ______________________________ 


