
 

 

 
 

PATIENT REGISTRATION FORM 
 

PATIENT INFORMATION 
Patient’s Name (Last, First, Middle): 
 

Today’s Date: 
          /          / 

Email Address: 
 

Birth date: 
          /          / 

Age: Sex: 
 M     F 

Street Address:  Home phone: 
(      ) 

Cell Phone: 
(      ) 

City: 
 

State: 
 

Zip: 

Occupation: 
 

Employer: 

Emergency Contact: 
 

Relation: Emergency Contact Phone #: 
(      ) 

GUARANTOR – PERSON RESPONSIBLE (IF DIFFERENT THAN ABOVE) 
Name (Last, First, Middle): 

 
Birth date: 
          /          / 

Sex: 
 M     F 

Street address: 
 

City: State: Zip: 

Relationship to Patient: Home phone: 
(      ) 

Cell phone: 
(      ) 

INSURANCE INFORMATION 
Primary Insurance & ID#: 
 

Secondary Insurance & ID#: 

PHARMACY 
Name: 
 

Phone: 

Street Address: City: State: Zip: 
 

PRIMARY CARE PHYSICIAN (PCP) 
Name: Address: Phone: 

(      ) 
OPTOMETRIST (OD) / OPTICAL 

Name: Address: Phone: 
(      ) 

HOW WERE YOU REFERRED? 
 Doctor (please specify):  Family/Friend (please specify):  Other (please specify): 
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