
Patient Registration Form


Please provide insurance cards to front desk.


Patient Name (First, MI, Last)____________________________________________________


Preferred Name ________________________Gender________________________________


Home Phone _________________________________ 


Can we leave detailed messages? (Please Circle) Yes     No


Cell Phone _________________________________


Can we leave detailed messages? (Please Circle) Yes     No


Email Address_______________________________ 


Preferred Method of Communication? ____________________________________________


Patient SSN _______________________  Patient Date of Birth_________________________


Patient Address ________________________________________________________________


City_____________________________ State_______________ Zip Code________________


Mailing Address (if different from above)__________________________________________


City_____________________________ State_______________ Zip Code________________


Marital Status_____________________


Emergency Contact Name/Relation_______________________________________________


Emergency Contact Phone Number_______________________________________________


Employment Status (Please circle)   Full-time     Part-time     Student     Retired


Employer Name_________________________Employer Phone________________________


Pharmacy Name_______________________________________________________________ 
Pharmacy Address_____________________________________________________________



For Minor Patients 
Name of Guardian (Last, First, MI)__________________________________________ 
Relation to Patient ___________________________________________ 
Address_______________________________________________________________ 
City, State, Zip ________________________________________________________ 
Phone Number ______________________________________________ 

Name of Guardian (Last, First, MI)__________________________________________ 
Relation to Patient ___________________________________________ 
Address_______________________________________________________________ 
City, State, Zip ________________________________________________________ 
Phone Number ______________________________________________ 

Guarantor Information (Who will be responsible for the bills?) 


If patient is over 18 and is not own guardian, please provide paperwork stating legal guardianship.

Relationship of Guarantor to Patient (Please circle) 

Self     Spouse    Parent     Other(Please specify)___________________________________
If not Self:

Name (Last, First, MI)___________________________________________________________ 

Date of Birth___________________________ Phone Number ________________________

Email Address__________________________
 
Primary Insurance 
Name of Insurance___________________________________ Copay____________________ 
Subscriber ID ________________________________ Group Number___________________ 
Policy Holder’s Full Name____________________________________________ 
Policy Holder’s Date of Birth _______________ Policy Holder’s SSN ___________________ 
Insurance Effective Date______________________ Employer_________________________ 
Employment Status (Please circle)     Full- Time       Part- Time       Retired 

Secondary Insurance 
Name of Insurance___________________________________ Copay____________________ 
Subscriber ID ________________________________ Group Number___________________ 
Policy Holder’s Full Name____________________________________________ 
Policy Holder’s Date of Birth _______________ Policy Holder’s SSN ___________________ 
Insurance Effective Date______________________ Employer_________________________ 
Employment Status (Please circle)     Full- Time       Part- Time       Retired


