
Patient Registration Form 
 

Patient’s Full Name: _________________________________________  Date of Birth: _______________________ 

Home Address: __________________________________________________________________________________     

City/State: ______________________________  Zip Code: _________  E-Mail address: _____________________ 

Home Phone: ___________________  Work Phone: ____________________  Cell Phone: __________________ 

Patient’s Employer: ____________________________________  Social Security #: _________________________ 

Marital Status:  Single ___   Married ___  Widowed ___   Divorced ____              Sex:  Male ___ Female ___ 

Name of spouse (if married) or parents: ___________________________________________________________ 

Address of spouse/parents if different from patient’s: _______________________________________________ 

     ____________________________________________________ 
 
 

Responsible Party Information 
 

Responsible Party’s Full Name:______________________________  Social Security #: ____________________ 

Address of responsible party if different from patient’s: _____________________________________________ 

        _____________________________________________ 

Relationship to patient:  Self ____      Parent ____     Guardian ____     Spouse _____  

 
Emergency Contact Information 

 
Full Name:_______________________________________________   Relationship _________________________ 

Home Phone: ___________________  Work Phone: ____________________  Cell Phone: __________________ 

 
Primary Insurance Information 

 
Insurance Company Name:_______________________________________________________________________ 

Name of Subscriber: ______________________________________________________________________________ 

Date of Birth of Subscriber: ________________________________________________________________________ 

Social Security Number of Subscriber: _____________________________________________________________ 

Subscriber’s Employer: ___________________________________________________________________________ 

 
     Secondary Insurance Information 
 
Insurance Company Name:_______________________________________________________________________ 

Name of Subscriber: ______________________________________________________________________________ 

Date of Birth of Subscriber: ________________________________________________________________________ 

Social Security Number of Subscriber: _____________________________________________________________ 

Subscriber’s Employer: ___________________________________________________________________________ 


