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PATIENT REGISTRATION FORM
	Personal Information

	Last Name: _______________________________ First Name: ____________________________ Middle: __________________ 
Mailing Address: ________________________________________________________________________ Apt #: ____________

City: _______________________________________     State: ____________________________       Zip Code: ______________

Home Phone: (______)_____________________     Cell Phone: (______)_____________________  

E-mail: __________________________________________________________________________________________________
Date of Birth:  ______________________   __      Social Security #: _________________________________     Sex: _______
Marital Status: _________________________    Race: ________________________  

	Insurance Information

	Primary Medical Insurance Company: _________________________________________________________________________

Mailing Address: ___________________________________________________________________ Apt/Suite #: ____________

City: _______________________________________     State: ____________________________       Zip Code: ______________

Member ID #: _____________________________________________________  Group #: _______________________________

Policy Holder Name (if different from above): ___________________________________________________________________

Policy Holder DOB: ___________________  Policy Holder Social Security #: __________________________ 

Patient Relationship to Policy Holder: _______________________ Policy Holder Phone #: _______________________________  Policy Holder Employer: ____________________________________________________________________________________
Secondary Medical Insurance Company: _______________________________________________________________________

Mailing Address: ___________________________________________________________________ Apt/Suite #: ____________

City: _______________________________________     State: ____________________________       Zip Code: ______________

Member ID #: _____________________________________________________  Group #: _______________________________

Policy Holder Name (if different from above): ___________________________________________________________________

Policy Holder DOB: ___________________  Policy Holder Social Security #: __________________________ 

Patient Relationship to Policy Holder: _______________________ Policy Holder Phone #: _______________________________  Policy Holder Employer: ____________________________________________________________________________________

	Employment Information

	Employer: _______________________________________________________________________________________________

Address: __________________________________________________________________________ Apt/Suite #: ____________

City: __________________________    State: _____   Zip Code: ______________   Phone: (______)________________________

	Parent/Guardian (if applicable)

	Parent/Guardian Last Name: ________________________________  First Name: _____________________________ MI: ____ 

Address (if different from patient): ___________________________________________________________________________

City: _______________________________________     State: ____________________________       Zip Code: ______________

Phone: (______)_____________________   Relationship to Patient: __________________________________

	Emergency Contact

	Name: ________________________________________________________ Relationship to Patient: ______________________

Phone: (______)_____________________
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PATIENT Medical History
	Medications

	                                              Medication Name                                                                       Dosage                               Doses Per Day
___________________________________________________________     _____________________     __________________

___________________________________________________________     _____________________     __________________

___________________________________________________________     _____________________     __________________

___________________________________________________________     _____________________     __________________

___________________________________________________________     _____________________     __________________

___________________________________________________________     _____________________     __________________

___________________________________________________________     _____________________     __________________

___________________________________________________________     _____________________     __________________

	Allergies

	None (     

Medication and Type of Reaction ____________________________________________________________________________

	Past Medical History

	( Alcoholism                            ( Depression                               ( HIV/AIDS.                                        ( Osteoarthritis

( Anemia                                  ( Epilepsy (seizures)                  ( Kidney Disease                              ( Osteoporosis

( Asthma                                  ( Glaucoma                                 ( Liver Disease                                  ( Rheumatoid Arthritis

( Cancer                                   ( Heart Disease                           ( Hepatitis                                         ( Stroke

( Diabetes                                ( High Blood Pressure               ( Lung Disease                                  ( Thyroid Disease

( Drug Abuse                           ( High Cholesterol                      ( Mental Illness                                ( Ulcer/Reflux

Women:  Last Menstrual Period ____________  Post-Menopausal (
List any other illnesses or further information on the above selections:

_______________________________________________________________________________________________________



	Past Surgical History

	List any surgeries and dates: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Social History

	Marital Status: ( Single   ( Married  ( Divorced. ( Widowed

Occupation: ____________________________________    Number of Children: _______
Tobacco Use:    YES    NO         If yes,  How Many per Day ________________    How many Years? _______    Quit Date ________

Alcohol Use:      YES    NO        If yes,  how much per day _________________

Caffeine Use:    YES   NO          If yes, how many cups per day ______________


