
  

TODAY’S DATE   

 

PATIENT REGISTRATION 
PATIENT INFORMATION  

FIRST NAME    MIDDLE INITIAL    LAST NAME    NICKNAME OR PREFERRED NAME  
  

EMAIL  
  

    

ADDRESS  
  

   BIRTHDATE  
  

CITY        STATE    ZIP    MALE                       MARRIED  
 FEMALE   SINGLE  

HOME PHONE   PREFERRED  CELL PHONE   PREFERRED  WORK PHONE   PREFERRED  SOCIAL SECURITY NUMBER  
  

  

IF PATIENT IS  
A MINOR,  
PROVIDE THE  
FOLLOWING  

PARENT/LEGAL GUARDIAN FIRST NAME LAST NAME  RELATIONSHIP TO PATIENT  
 PARENT     GRANDPARENT     OTHER     LEGAL GUARDIAN  

EMAIL ADDRESS  
  

ADDRESS          CITY      STATE    ZIP  
 SAME AS ABOVE  

HOME PHONE                       PREFERRED  CELL PHONE   PREFERRED  WORK PHONE                     PREFERRED  SOCIAL SECURITY NUMBER  
  

WITH WHOM DOES THE CHILD RESIDE?  
 MOTHER  FATHER  BOTH  OTHER (PLEASE SPECIFY)    

  

EMERGENCY CONTACT INFORMATION  

EMERGENCY CONTACT PERSON  PHONE NUMBER  RELATIONSHIP  
  

NAME OF CLOSEST RELATIVE NOT LIVING WITH YOU  PHONE NUMBER  RELATIONSHIP  
  

  

IF YOU HAVE DENTAL INSURANCE, PLEASE PROVIDE THE FOLLOWING & YOUR INSURANCE CARD 
 PRIMARY CARRIER  SECONDARY CARRIER  

INSURANCE COMPANY NAME  INSURANCE PHONE  
  

 INSURANCE COMPANY NAME  INSURANCE PHONE  
  

EMPLOYER NAME  EMPLOYER PHONE  
  

EMPLOYER NAME  EMPLOYER PHONE  
  

PRIMARY INSURED NAME  
  

PRIMARY INSURED NAME  
  

BIRTH DATE  RELATIONSHIP TO PATIENT  
  

BIRTH DATE  RELATIONSHIP TO PATIENT  
  

INSURED INSURANCE I.D. NUMBER  GROUP NUMBER  
  

INSURED INSURANCE I.D. NUMBER  GROUP NUMBER  
  

INSURED SOCIAL SECURITY  
  

INSURED SOCIAL SECURITY  
  

IF STUDENT, COLLEGE NAME   FULL TIME  
   PART TIME  

IF STUDENT, COLLEGE NAME   FULL TIME  
   PART TIME  

  

 


