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Patient Registration Form 

PATIENT INFORMATION: 

Last Name: _____________________________________ First Name: ______________________________ Middle Initial______ 

Street Address: _________________________________City: _________________________ State: _______ Zip: _______________ 

Home Phone: (_____) ____________________Cell Phone: (_____) __________________ Social Security: _____________________ 

Birth Date: ____/_____/_____ Age: _____ Race: ________ Preferred Language: _________ Email: ___________________________ 

Employer: __________________________ Occupation: ____________________ Telephone #: (______) ______________________ 

Marital Status:  M   S   DV   SEP   WIDOW   (circle one)     

 

HEALTH INSURANCE INFORMATION: 

Primary Policy:                                                                     Name of Insurance Carrier: _______________________________ 

Owner of Policy: ____________________ Relationship to patient: _____________ Date of Birth (Policy Owner): ____/_____/_____  

Secondary Policy:                                                               Name of Insurance Carrier: _______________________________ 

Owner of Policy: ____________________ Relationship to patient: _____________ Date of Birth (Policy Owner): ____/_____/_____  

 

EMERGENCY CONTACT: 

Name: __________________________________ Relationship to Patient: __________________ 

Home Phone: (_____) ____________________Cell Phone: (_____) ____________________  

 

PRIMARY CARE PHYSICIAN INFORMATION: 

Primary Doctor’s Name: ____________________________________ Telephone #: (______) ______________________ 

 

PHARMACY INFORMATION: 

Preferred Pharmacy Name: ____________________________________ Phone #: (_____) ________________________________ 

Street Address: ____________________________City: ________________ or Corner of: __________________&_______________ 

 

OTHER: 

Referred by: ___________________________________  

I authorize the release for any medical information necessary to process my claims. I also authorize payment of medical benefits to 

physician or supplier of service as indicated on the claim. In the even that it is necessary to refer my account to a collection agency or 

attorney; I agree to pay all collection costs, including attorney fees and court costs.  

 

_________________________________________     __________________________ 

                            Signature                Date 


