
           PATIENT REGISTRATION 

 
 
Patient’s Name: _________________________________________________________________________________  
                               Last                           First                     MI 
 
Home Telephone: _________________Work Telephone: _________________Cell Telephone: _________________ 
 
Address: ______________________________________________________________________________________ 
        
City: _____________________________________________ State: _______________ Zip: ____________________ 
 
Date of birth: _____________________ Age: __________ Sex:  M  F     Marital status:_____________________ 
 
Race: _____________________________________ Ethnicity: ____ Hispanic or Latino ____ Not Hispanic or Latino 
 
Preferred Language: __________________________________ 
 
Patient’s SSN: ________________________________________ Employer: ________________________________ 
 
Employer’s address: _____________________________________________________________________________ 
   Street number    City   State  Zip code 
 
Emergency contact: _____________________________________ Relationship: _____________________________ 
 
Phone number: ________________________________  
 

BILLING INFORMATION 
 

Primary insurance: __________________________Policyholder: _________________________________________ 
 
Policy ID #:___________________________ Relationship to patient: ______________________________________ 
 
Policyholder DOB:____________________________  Policyholder SSN:___________________________________ 
 
Secondary insurance: ______________________________________  Policyholder: __________________________ 
 
Policy ID #:___________________________________________ Relationship to patient: ______________________ 
 
Policyholder DOB:____________________________  Policyholder SSN:___________________________________ 
 
Work related:   Yes  No Date of injury: _______________ 
 

MEDICAL INFORMATION 
 
Family MD: __________________Referring MD: ________________ Complaint: ______________________ 
 
Medical Illnesses: ________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
List All Prior Surgeries: ___________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
______________________________________________  _______________________________ 
Patient/Guardian signature      Date 
 
 
 
This is an authorization for treatment. 


