
 

PATIENT REGISTRATION 

 

First Name:_________________________Last Name:___________________________Middle Initial:_______ 

Preferred Name:_____________________  

If minor, parent’s names:_____________________________________________________________________ 

In case of emergency, who should be notified________________________Phone________________________ 

Whom may we thank for referring you: _______________________(circle) Family   Friend    Internet    Work 

Patient is (circle one or both):    Policy Holder/Responsible Party  

Patient Information     Sex (circle): Male or Female          

Address:_____________________________ City:__________________State:___________Zip:________________ 

Person responsible for your account:__________________________Phone:_________________________________ 

Please circle best way to contact you: 

Home Phone:________________________________Cell Phone:_________________________________________ 

E-Mail:________________________________________ Drivers License:__________________________________ 

Birth Date:_________________ Age:________ Social Security #:_________________________________________ 

Name of your Pharmacy:______________________________ Phone______________________________________ 

Patient Employed By:__________________________________Phone:_________________________Ext:________ 

Employment Status (circle):   Full Time      Part Time      Retired        Unemployed        

Student (circle):   Full Time     Part Time      Not a Student 

Marital Status (circle):   Married     Single     Divorced     Separated     Widowed 

Spouse Name_______________________________________Phone_______________________________________ 

Spouse Employed by_________________________________Phone_______________________________________ 

Spouse Social Security #______________________________ 

Responsible Party Information  

Name and Relationship to Patient:___________________________________________________________________ 

Address:__________________________ City:_______________________State:____________Zip:_____________ 

Birth Date:__________Age:_____ Social Security________________ DriversLicense:________________________ 

Home Phone:___________________Cell Phone:_________________Work Phone:__________________Ext:______         

Primary Insurance Information 

Name of Insured:________________________________ Relationship to Insured (circle): Self   Spouse  Child  Other   

ID Number__________________________________ Group Number_____________________________________ 

Insured Social Security #______________________________ Insured Birth Date:___________________________ 

Employer:_________________________ 

  Address:_____________________ 

  City:_______________State________Zip_________ 

Insurance Company:_________________________   

   Address:__________________________ 

   City:______________State_________Zip_________ 
 

Secondary Insurance Information 

Name of Insured:________________________________ Relationship to Insured (circle): Self   Spouse  Child  Other  

ID Number_____________________________________ Group Number___________________________________ 

Insured Social Security #_______________________________ Insured Birth Date:___________________________ 
 

Employer:____________________________________ 

  Address:____________________________________ 

  City:_______________State:_______Zip:_________ 

Insurance Company:___________________________   

   Address:____________________________________ 

   City:______________State:_________Zip:________ 

 

I understand that I am responsible for all fees and services rendered. I understand that I am responsible for ALL 

fees regardless of insurance coverage, unless payment agreement is made. I also understand that interest will be 

charged to my account of 1.5% monthly if more than 30 days overdue, unless a prior payment agreement has 

been made. As a parent I understand I am responsible for my child’s account. 

 

Patient’s Signature_________________________________________Date_____________________________ 

(Parent’s Signature If Minor)  
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