
PATIENT INFORMATION (CONFIDENTIAL) 
Name ___________________________________________________________________________ Date _______________________________ 
                                       First                                                              MI                                            Last   

Check Appropriate Box:  Minor  Single  Married  Separated  Divorced  Widowed 

Address ___________________________________________________ City________________ State ______________ Zip___________ 

Home Phone _______________________________________________ Cell Phone_________________________________________________ 

Date of Birth  __________________________ SS # _________________________ Driver’s License # ______________________________ 

If College Student, F.T/P.T., Name of School ___________________________________________ City _______________ State_________ 

Patient’s or Parent’s/Guardian’s Employer ______________________________________________ Work Phone _________________________ 

Business Address ____________________________________________ City ___________________ State __________ Zip ___________ 

Spouse or Parent’s/Guardian’s Name ____________________________ Employer_____________________ Work Phone ________________ 

Whom may we thank for referring you? ________________________________________________________________________________________ 

Person to contact in case of an emergency ________________________________________________________ Phone _____________________ 
 
PERSON RESPONSIBLE FOR THIS ACCOUNT (if different from above) 
Name _____________________________________________________ Relationship __________________ Phone _____________________ 

Address ___________________________________________________ City________________ State ______________ Zip___________ 

Date of Birth ___________________________ SS # _________________________ Driver’s License # ______________________________ 

Is this person currently a patient in our office?    Yes  No 

 

INSURANCE INFORMATION  
Please check one  PRIMARY OR   SECONDARY               

Name of Insured _____________________________________________ Relationship to Patient ________________________________________ 

Date of Birth of Insured ____________________ SS # __________________________ Date of Employment _________________________ 

Name of Employer _____________________________________________ Union or Local # ___________ Work Phone __________________ 

Insurance Co. _________________________________________________ Phone ____________________ Group # _____________________ 
 

Please check one  PRIMARY OR   SECONDARY               

Name of Insured _____________________________________________ Relationship to Patient ________________________________________ 

Date of Birth of Insured ____________________ SS # __________________________ Date of Employment _________________________ 

Name of Employer _____________________________________________ Union or Local # ___________ Work Phone __________________ 

Insurance Co. _________________________________________________ Phone ____________________ Group # _____________________ 

 

X _________________________________________________________           __________________________ 
       SIGNATURE OF PATIENT or if Minor PARENT/GUARDIAN                           Relationship to Patient 

REGISTRATION FORM 

 

Do you have additional insurance?              Yes                No               If yes, complete the following information 


