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PATIENT REGISTRATION FORM 

PATIENT INFORMATION: 

Patient Full Name: ________________________________________________  Date of Birth: ______________________________________________ 

Patient Address: _______________________________________________________________________ City: ________________________________  

State: _____________  Zip: _____________ Phone: ________________________________ Secondary Phone: ________________________________ 

Email Address: ___________________________________________________  Marital Status:      □ Single      □ Married      □ Divorced      □ Widowed      

Sex:      □ Male      □ Female      □ Other      Gender (Optional): ________________________________________________________________________   

Employer Name and Address: _________________________________________________________________________________________________  

EMERGENCY CONTACT: 

Name: ____________________________________________________ Relationship to Patient: ____________________________________________ 

Phone: ___________________________________________________  Secondary Phone: ________________________________________________ 

PARENT/RESPONSIBLE PARTY INFORMATION: 

Name(s): ___________________________________________________ Relationship to Patient: ___________________________________________ 

Address (if different from patient): ______________________________________________________________ City: __________________________ 

State: _____________  Zip: _____________ Phone: ________________________________ Secondary Phone: ________________________________ 

INSURANCE INFORMATION: 

Primary Insurance Carrier: ________________________ Member ID/Policy Number: ________________________ Group Number: ______________ 

Policy Holder Name: _____________________________ Policy Holder Date of Birth: __________________ Relationship to Patient: ______________ 

Secondary Insurance Carrier: ______________________ Member ID/Policy Number: ________________________ Group Number: ______________ 

Policy Holder Name: _____________________________ Policy Holder Date of Birth: __________________ Relationship to Patient: ______________ 

REFERRING OR FAMILY PHYSICIAN: 

Physician Name: ____________________________________________________ Specialty: _______________________________________________ 

Physician Address: _____________________________________________________________________ City: ________________________________   

State: _____________  Zip: _____________ Phone: ________________________________  Did This Physician Refer You?        □ Yes       □ No      
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