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Patient Registration Information 
Please print and complete all sections below. 

PATIENT’S PERSONAL INFORMATION: 
Last Name: __________________________  First Name: ______________________  MI: ________ 
Mailing Address:___________________________________________________________________ 
City: _______________________________ State: ____________ Zip:________________________ 
Home #: ____________________  Work #: ____________________  Cell #:___________________ 

Marital Status: (choose one)          S           M           D          W  
Sex: (choose one)           M     F  Date of Birth: _____________________  
Social Security #: _________________________________ 
Employer/School: __________________________________________________________________ 
Spouse’s Name: ___________________________  Spouse’s best phone #:____________________ 
Spouse’s Social Security #: ___________________________________  
PATIENT’S RESPONSIBLE PARTY INFORMATION: 
Responsible Party: _________________________________ Date of Birth_____________________ 
Relationship to Patient: (choose one)           Self           Spouse           Other      
Social Security #: ______________________________  Home Phone #: ______________________ 
Employer’s Name: (if work related) __________________________  Phone #: __________________ 
Address: __________________________ City: ________________ State: ______ Zip: ___________ 
PATIENT’S INSURANCE INFORMATION: Please present insurance cards to receptionist. 
Primary insurance company’s name: ___________________________________________________ 
Address: __________________________ City: ________________ State: ______ Zip: ___________ 
Name of Insured: ________________________________ Date of Birth:_______________________ 
Relationship to insured: (choose one)             Self             Spouse              Child              Other  
Insurance ID #: _____________________________ Group #: _______________________________ 
Secondary insurance company’s name: ________________________________________________ 
Address: __________________________ City: ________________ State: ______ Zip:___________ 
Name of Insured: ________________________________ Date of Birth:_______________________ 
Relationship to insured: (choose one)              Self              Spouse               Child               Other  
Insurance ID #: _____________________________ Group #: _______________________________ 

PATIENT’S REFERRAL INFORMATION: 
Referred by:______________________________________________________________________ 
Name(s) of other physician(s) who care for you:  

EMERGENCY CONTACT: 
Name of person: _____________________________ Relationship: ___________________________ 
Address: __________________________ City: ________________ State: ______ Zip: ___________ 
Home #: ____________________  Work #: ____________________  Cell #: ___________________ 

Preferred Method of Contact: Email PhoneEmail:
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