
PATIENT REGISTRATION 
 

Patient Information 
Date _____________________ 
 
Patient’s Name _____________________________________________________________      Preferred Name ________________ 
   Last   First   Middle 
Address _______________________________________________ Birth Date ______________________________ 
 
City ______________________________  State _____  Zip Code __________  Social Security #____________________________ 
 
Home Phone # _______________________  Cell # _____________________________  Work # ____________________________ 
 
E-Mail Address __________________________________________ 
 
Gender:      □ Male      □ Female  Marital Status:  □ Married   □ Single   □ Divorced    □ Separated    □ Widowed 
 
Who may we thank for referring you to our office? ________________________________________________________ 
 
 
         Responsible Party Information (if someone other than patient) 
 
Name ____________________________________________________________________     
   Last   First   Middle 
Address _______________________________________________ Birth-date ______________________________ 
 
City, State, Zip ___________________________________________   Social Security # ___________________________________ 
 
Home Phone # _______________________  Cell # _____________________________  Work # ____________________________ 
 
Relationship to Patient _______________________________ 
 
   We ask that you please notify us at least 48 hours in advance if needing to change or cancel any appointments – or a $50.00 charge will be assessed to your account. 
 
 

Insurance Information 
 

Name of Primary Insured ____________________________________   Relationship to Patient     □Self   □Spouse   □Child   □Other 
 
Insured SS# or Alternate ID#____________________________________    Insured Birth Date ______________________________ 
 
 
Name of Insurance Co.  ________________________________             Employer _______________________________________ 
 
 Address _____________________________________  Address __________________________________ 
  

City, State, Zip _______________________________  City, State, Zip ____________________________ 
 
Phone # _____________________________________   Phone # __________________________________ 

 
 

Name of Secondary Insured _________________________________    Relationship to Patient     □Self   □Spouse   □Child   □Other 
 
Insured Social Security _____________________________________    Insured Birth Date ________________________________ 
 
Name of Insurance Co.  ________________________________             Employer _______________________________________ 
 
 Address _____________________________________  Address __________________________________ 
  

City, State, Zip _______________________________  City, State, Zip ____________________________ 
 
Phone # _____________________________________   Phone # __________________________________ 


