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PATIENT REGISTRATION FORM

[bookmark: _GoBack]
Full Legal Name: _____________________________________________		SSN: _________-________-_________
Sex: Female / Male          Date of Birth: ____/_____/______	Preferred Name: ______________________________
Address: ___________________________________________________________________________________________
						(Street Name and Apt #)
	  
 ___________________________________      _____________        ____________________	________________________________
		City  			     State		          Zip Code			         County
	
		
Contact Information: 
Home:	(          )                   -                                                        ________________________________________________
Work:	(          )                   -                               					E-mail Address
Cell: 	(          )                   -______________   
                            
Need Interpreter? _________________________		Preferred Language: __________________________
Marital Status:  ___________________________		Religion: ____________________________________
Ethnicity: ________________________________		Race: _______________________________________

Emergency Contacts: 

(Please check box PHI if you would like your emergency contact to have access to your protected health information)             PHI

Name: 					   Relationship: ________________    Phone: (          )              -________	   □
Name: 					   Relationship: ________________    Phone: (          )              -________	   □ 
Name: 					   Relationship: ________________    Phone: (          )              -________	   □

Employment:

1. Employer: ___________________________________________          Employment Status:  (CIRCLE ONE BELOW)

FULL TIME      PART TIME     UN EMP     RETIRED     SELF EMP 			STUDENT:  FUL TIME / PAR TIME

Address: ___________________________________________________________________________________________
						(Street Name and Apt #)	
	   
___________________________________      _____________        ____________________	________________________________
		City  				          State		 Zip Code			         County





Primary Insurance Information:
Insurance Company: ___________________________		Subscriber ID (Policy #): ___________________________
Group Number: _______________________________
If the Guarantor/Subscriber differs from the patient above, please complete following fields:

Subscriber Name: 						SSN: _________-________-_________
Sex:  Female	OR       Male         				Date of Birth: ______/________/_________
Relation to Patient: 						Employer: 						

Secondary Insurance Information:
Insurance Company: ___________________________		Subscriber ID (Policy #): ___________________________
Group Number: _______________________________
If the Guarantor/Subscriber differs from the patient above, please complete following fields:

Subscriber Name: 						SSN: _________-________-_________
Sex:  Female	OR       Male         				Date of Birth: ______/________/_________
Relation to Patient: 						Employer: 						

Additional  Insurance Coverage Information:
Insurance Company: ___________________________		Subscriber ID (Policy #): ___________________________
Group Number: _______________________________
If the Guarantor/Subscriber differs from the patient above, please complete following fields:

Subscriber Name: 						SSN: _________-________-_________
Sex:  Female	OR       Male         				Date of Birth: ______/________/_________
Relation to Patient: 						Employer: 						



Signature: 							Date: _____________________

If a minor (Under 18 years), relationship to the minor:  _________________________________________
If a minor (under 18 years), who will be the guarantor? Guarantor- Person responsible for the bill/account after insurance pays on account.
Guarantor Name:						SSN: _________-________-_________
Sex:  Female	OR       Male         				Date of Birth: ______/________/_________
Relation to Patient: 						Phone: 						
Employer: 							Status: 	Full-Time	Part-Time
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