
PATIENT REGISTRATION 

Patient Information:  Date:______________________ 

First Name:  ___________________________  Last Name: ___________________________ Middle Initial: ____ 

Patient is:  Policy Holder _____ Responsible Party ______  Preferred Name: ___________________________ 

Address:  ___________________________________________________________________________________ 

City, State, Zip: _______________________________________________________________________________ 

Home Phone: __________________ Work Phone: ______________________ Cell Phone: ___________________ 

Email: _______________________________________________________________________________________ 

Sex:  Male ___ Female ___  Marital Status: Married ____Single ____Divorced ____Separated ____Widowed ____ 

Birth Date: ___________________ Soc Sec #:  ___________________ Driver’s Lic: ________________________ 

Empl. Status: Full Time _____ Part Time _____ Retired _____  Student Status: Full Time _____ Part Time _____ 

Responsible Party Information (if someone other than patient): 

First Name:  ___________________________  Last Name: ___________________________ Middle Initial: ____ 

Patient is:  Policy Holder _____ Responsible Party ______  Preferred Name: ____________________________ 

Address:  _____________________________________________________________________________________ 

City, State, Zip: _______________________________________________________________________________ 

Home Phone: __________________ Work Phone: ______________________ Cell Phone: ___________________ 

Email: _______________________________________________________________________________________ 

Birth Date: ___________________ Soc Sec #:  ___________________ Driver’s Lic: ________________________ 

Primary Insurance Information: 

Name of Insured: ___________________________  Relationship to Insured: Self __ Spouse __ Child __ Other __ 

Insured Soc Sec: ____________________________ Insured Date of Birth: ________________________________ 

Employer: ____________________________________________________________________________________ 

Employer Address: __________________________________ Employer City, State, Zip _____________________ 

Secondary Insurance Information: 

Name of Insured: ___________________________  Relationship to Insured: Self __ Spouse __ Child __ Other __ 

Insured Soc Sec: ____________________________ Insured Date of Birth: ________________________________ 

Employer: ____________________________________________________________________________________ 

Employer Address: __________________________________ Employer City, State, Zip _____________________


