
Patient Registration 
 
Patient: 
 
First Name:___________________________________      Last Name:___________________________________ 
 
Middle Initial:_______     Preferred Name / Nick Name:______________________     Sex:     □ Male   □ Female 
 
Address:_____________________________________ City:______________________ ST:_____ Zip:_________ 
 
Home Phone:____________________ Work Phone:____________________ Cell Phone:____________________ 
 
Birth Date:_______________  Social Security #:_____________________  Drivers License:_________________ 
 
E-Mail Address:______________________________________  □ I would like to receive information via e-mail. 
 
When confirming appointments and for check-up reminders, the best place to reach me is:  

□ Home   □ Work   □ Cellular   □ Other:_______________________ 
 
 
 
Responsible Party: (If someone other than patient) 
 
First Name:____________________________ Last Name:____________________________ Middle Initial:_____ 
 
Address:_____________________________________ City:______________________ ST:_____ Zip:_________ 
 
Home Phone:____________________ Work Phone:____________________ Cell Phone:____________________ 
 
Birth Date:_______________  Social Security #:_____________________  Drivers License:_________________ 
 
E-Mail Address:______________________________________  □ I would like to receive information via e-mail. 
 
If you need to contact me in regards to this account, the best place to reach me is:  

□ Home   □ Work   □ Cellular   □ Other:_______________________ 
 
 
 
Payment Information:  (Please check one) 
□ I am self pay     OR   □ I have provided insurance information 
 
 
Emergency Contact Information: 
 
Name:_________________________ Relationship to Patient:_______________ Phone #:____________________ 
 
Name:_________________________ Relationship to Patient:_______________ Phone #:____________________ 


