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                                                                PATIENT INFORMATION 

 
Patient’s Legal Name           DOB     
 
Is address on ID current?            Yes      No     If no, please enter current address below 

Current Address  

        

        

            __________ 
                                                                                                Zip Code 
 
 
Social Security Number ______________________________ 

 

Home Phone (           )     

Work Phone  (           )     

Cell Phone    (         )     

Preferred Phone (Mark box below) 

 Home                Work             Cell 

 

 
Sex                           Marital Status            
 Male                       Single                        
 Female                   Married      
                                   Divorced 
                                   Widow/Widower 
                                   Separated 

 
Employment Status  
 Full Time                      Retired 
 Part Time                     Military Duty 
 Not Employed 
 Self Employed 
 

 

How did you hear about the practice?            
 

PERSON FINANCIALLY RESPONSIBLE FOR THIS ACCOUNT 
(GUARANTOR IF PATIENT IS UNDER 18 YRS OF AGE) 

 

  Same as patient   DOB     Sex M / F  

Legal Name               

 

  Address is the same as patient 

Street         Apt #       

City        State    Zip Code   

Relationship to Patient ___________________________________________          
 

PERSON WHO CARRIES THE INSURANCE FOR THE PATIENT 
(SUBSCRIBER) 

 

  Same as patient   DOB     Sex M / F  

Legal Name               

 

  Address is the same as patient 

Street         Apt #       

City        State    Zip Code   

Relationship to Patient ___________________________________________   

S.S. #                                                The subscriber’s social security number is required for on line billing. 
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Patient Name ___________________________________________     DOB___________________ 

 

PERSON TO NOTIFY IN EMERGENCY 

 

Name         
  
Relationship to Patient      

Sex   M / F                       DOB_________________ 

 

Home Phone (         )     

Work Phone  (         )     

Cell  Phone   (         )     

 
Race  
 White/Caucasian 
 Black or African American 
 American Indian and Alaska Native 
 Asian 
 Other Race 
 Native Hawaiian and Other Pacific Islander 
 Multi-racial____________________ 
 Prefer not to answer 
 

 
Ethnicity 
 Hispanic or Latino 
 Not Hispanic or Latino 
 Prefer not to answer 
 
(State and Local governments may use the data to help plan and 
administer bilingual programs for people of Hispanic origin.) 
 
 

 
Preferred Language _______________________________________ 
 

 
Name of Primary Care Physician_________________________________________________________________________ 
 
Address________________________________________________________  
 
City and Zip Code________________________________________________ Phone________________________________ 
 
 Patient declines to provide PCP name 
 
 
Preferred Pharmacy _______________________________________        Tel. No.  __________________________________ 
 
City/State______________________________________Intersection/Cross Streets ___________________________________ 
 
Preferred Mail Order Pharmacy (if applicable) ___________________________________________ 
 
Preferred Lab _____________________________________________________________ 

 

 

 

 
 

 

 

 

 

 

Linden Oaks Medical group\Registration Form 1 4 13 


