PATIENT REGISTRATION

First Name: ________________________ Last Name: ______________________________________ M.I: ___
	Preferred Name: ____________________	 Patient Is:  Policy Holder	 Responsible Party
PATIENT INFORMATION:
Address: _____________________________________________________ City: _____________ ZIP: _______
Cell Phone: ____________________ Home Phone: _________________ Work Phone: ____________________
Sex:  Male		 Female	Marital Status:  Married    Single    Divorced     Widowed
Birth Date: _____/_____/_________  Age: _____   Soc. Sec.: ___________________________
Drivers Lic.: ___________________________  E-Mail: ______________________________________________
**By providing an E-mail and phone number, you will be automatically opted into receiving messages/texts notifying you of appointment(s).  You may easily opt-out of these messages through E-mail or text.
Emergency Contact: ____________________________________ Emergency Phone: _____________________
RESPONSIBLE PARTY (If someone other than the patient):
First Name: ______________________ Last Name: ________________________________________ M.I: ____
Address: _____________________________________________________ City: _____________ ZIP: ________
Cell Phone: ____________________ Home Phone: _________________ Work Phone: ____________________
Sex:  Male		 Female	Marital Status:  Married    Single    Divorced     Widowed
Birth Date: _____/_____/_________  Age: _____   Soc. Sec.: ___________________________
Drivers Lic.: ___________________________
[bookmark: _GoBack]Are you:   Primary Insurance Policy Holder		 Secondary Insurance Policy Holder		 Other
PRIMARY INSURANCE INFORMATION:
Policy Holder: ___________________________________________ Relationship to Patient: _______________
Policy Holder’s Soc. Sec.: __________________________ Insured Birth Date: ____/____/_______
Employer: _________________________________________________________________________________
Ins. Company: __________________________ Address: ____________________________________________
SECONDARY INSURANCE INFORMATION (If Applicable):
Policy Holder: ___________________________________________ Relationship to Patient: _______________
Policy Holder’s Soc. Sec.: __________________________ Insured Birth Date: ____/____/_______
Employer: _________________________________________________________________________________
Ins. Company: __________________________ Address: ____________________________________________
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