
 

 
 

PATIENT REGISTRATION FORM 

PATIENT INFORMATION 

PATIENT NAME:______________________________________PREFERRED NAME:______________________________ 

ADDRESS:__________________________________________CITY:______________________STATE:_______ZIP:_____ 

PATIENT DATE OF BIRTH:_______________________ SEX: M /  F 

HOW DID YOU HEAR ABOUT US?_____________________________________________________________________ 

 

PARENT/LEGAL GUARDIAN INFORMATION 

NAME:_______________________________________________________RELATION TO PATIENT:________________ 

HOME PHONE:__________________________WORK PH:___________________CELL PH:_______________________ 

EMAIL ADDRESS:__________________________________________________________________________________ 

PARENT/LEGAL GUARDIAN INFORMATION 

NAME:__________________________________________________________RELATION TO PATIENT:______________ 

HOME PHONE:__________________________WORK PH:______________________CELL PH:____________________ 

EMAIL ADDRESS:__________________________________________________________________________________  

 

INSURANCE 

PRIMARY INSURANCE:_____________________________________________________________________________ 

PHONE NUMBER OF INSURANCE COMPANY: ___________________________________________________________ 

POLICY ID#:______________________________________GROUP#:________________________________________ 

NAME OF POLICY HOLDER:__________________________________________________________________________ 

DOB OF POLICY HOLDER:____________________________________________________________________________ 

SECONDARY INSURANCE:___________________________________________________________________________ 

POLICY ID#:_____________________________________GROUP#:________________________________________ 

PHONE NUMBER OF INSURANCE COMPANY:____________________________________________________________ 

NAME OF POLICY HOLDER:__________________________________________________________________________ 

DOB OF POLICY HOLDER:____________________________________________________________________________ 


