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Patient Registration Form 
 

 Update   New Patient 
 
Patient Name: (First, Middle, Last) _____________________________________________________________________ 
 
Mailing Address: ___________________________________________________________________________________ 
 
Date of Birth:  _________________________ 
 
Home Phone: __________________________ 
 
Employer: ________________________________________________________________________________________ 
 
Work Address: _____________________________________________________________________________________ 
 
Work Phone: __________________________ 
 
Spouse or parent name: _____________________________________________________________________________ 
 
Spouse or parent address: ___________________________________________________________________________ 
 
Emergency Contact (name and relationship to patient):  
 
_________________________________________________________________________________________________ 
 
Emergency Contact address: __________________________________________________________________________ 
 
Emergency Contact phone number:  ___________________________________ 
 
Primary Care physician (name and phone number):   
 
_________________________________________________________________________________________________ 
 
 
 
Billing and Insurance Information 
 
Policyholder’s name (First, Middle, Last):   _______________________________________________________________ 
 
Relationship to patient: _______________________________________ 
 
Policyholder’s home address:  ________________________________________________________________________ 
 
Policyholder’s home phone number: ___________________________________________ 
 
Policyholder’s employer:  ____________________________________________________________________________ 
 
Policyholder’s work phone number: ______________________________________ 
 
Insurance company name: ___________________________________________________________________________ 
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ID or policy number: ______________________________________________________________ 
 
Group number: ____________________________________ 
 
Insurance company address: _________________________________________________________________________ 
 
Policyholder’s SSN#: __________________________________________________________ 
 
Insurance company phone number:  __________________________________ 
 
 
Do you give our office permission to discuss your medical information with family members? 
Yes / No  If yes, please provide their names and phone numbers below: 
 
_________________________________________________________________________________________________ 
  
May we leave personal medical information on your answering machine at home? 
Yes / No 
  
May we email personal medical information to you? 
Yes / No   
Email address:  __________________________________ 
 
 
 
Remember, payment of medical bills is primarily the patient’s responsibility.  Payment and/or co-payments are due at the time of service 
rendered.  Whether or not your insurance company pays in full, a portion or no portion of your medical bills is a matter between you and 
your carrier.  Any unpaid balances are due within 30 days of treatment.  Payment is accepted in the form of cash, check, money order, 
MasterCard or Visa. 
 


