Patient Registration

Welcome to our office. We are committed to providing the best, most comprehensive care possible. We
encourage you to ask questions. Please assist us by providing the following information. All
information is confidential and is released only with your consent.

Today’s Date:

Patient Name SS#
Last First M.
Address City State Zip
Home Phone Work Phone Cell
Mailing Address City State Zip

Email address:

Sex: Male Female Marital Status: Married  Single  Divorced  Widowed
Date of Birth Driver’s License # Occupation
Spouse Name Occupation

NOTIFY IN CASE OF EMERGENCY

Name Relationship

Address City State Zip
Home Phone Work Phone Other

Nearest Relative (not living with you) Name:

Home Phone: Work Phone: Other:

FINANCIAL INFORMATION: PERSON RESPONSIBLE FOR FEES

Name Relationship
Address City State Zip
Home Phone Work Phone Other

As a courtesy we will submit your insurance claim for you if you complete the following:
We are not able to submit insurance claims for patients who have Medicare as their insurance.

Insurance Company Claim Address

Group Name Group Number Policy ID
Subscriber’s Name DOB S.S.#
Secondary Insurance Claim Address

Group Name Group Number Policy ID
Subscriber’s Name DOB S.S.#

Whom May We Thank for Referring You to Our Practice?
X Date

SIGNATURE OF PATIENT OR PARENT IF MINOR



