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PATIENT REGISTRATION FORM 
 

 
NAME 

LAST                                                                      FIRST                                                     M.I.                         DATE   
 
 

ADDRESS                                                                                              CITY                                                       STATE                    ZIP   
 

PHONE #’S 

HOME                                                                    WORK                                                    CELL   
 
 

DOB                                        AGE                        (CIRCLE)  M          F     SSN#                                               MARITAL STATUS   

 

EMAIL ADDRESS: 
 

INCASE OF EMERGENCEY CONTACT                                                                                           PHONE   
 

ADDRESS                                                                                              CITY                                                       STATE                    ZIP   
 

 
 

 

NAME  (If insurance is through your name please write SELF) 

LAST                                                                      FIRST                                                     M.I.                         DATE   
 
 

ADDRESS                                                                                              CITY                                                       STATE                    ZIP   
 
 

HOME PHONE                                                                      WORK PHONE                                                     SSN#   
 
 

EMPLOYER                                                                                          OCCUPATION   
 

 

ADDRESS                                                                                              CITY                                                       STATE                    ZIP   
 

 

PRIMARY INSURANCE 
 

COMPANY   

 

SECONDARY INSURANCE 
 
COMPANY                                                            PHONE  

 

INSURED NAME   INSURED NAME  
 

RELATIONSHIP                                   DOB   RELATIONSHIP                                   DOB  

COPAY AMT   COPAY AMT  
 

POLICY #                                                               GRP#   POLICY #                                                               GRP#  
 
 

 
 

 

I CERTIFY THAT THE INFORMATION I HAVE REPORTED WITH REGARD TO MY INSURANCE COVERAGE IS CORRECT. I 

FURTHER AUTHORIZE THE RELEASE OF ANY NECESSARY INFORMATION, INCLUDING MEDICAL INFORMATION FOR THIS 

OR ANY RELATED CLAIM., TO MY INSURANCE CARRIER, (OR IN THE CASE OF MEDICARE PART B BENEFITS TO THE 

SOCIAL SECURITY ADMINISTRATION AND HEALTH CARE FINANCING ADMINISTRATION), AND TO ANY CONSULTING 

PHYSICIAN. A COPY OF THIS AUTHORIZATION MAY BE USED IN PLACE OF THE ORIGINAL. 

 
THIS AUTHORIZATION MAY BE REVOKED BY EITHER ME OR MY INSURANCE CARRIER AT ANY TIME IN WRITING. 

 
 
 

SIGNATURE OF PATIENT, INSURED, OR BENEFICIARY                                                           DATE





ACKNOWLEGMENT OF RECEIPT 

OF 
NOTICE OF PRIVACY PRACTICES 

 
 
 
 

 
I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I 

have read (or had the opportunity to read if I so chose) and understand the Notice. 
 

 
 
 
 
 
 
 
 
 

Patient Name (please print)                                                                            Date 
 

 
 
 
 
 
 

Signature 
 
 
 
 
 
 
 
 

Parent or Authorized Represntative (if applicable) 


