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           Place Label Here 

PATIENT REGISTRATION FORM 

This form must be completed at least once yearly, or if there have been any recent 
changes to the information below. 

First Name 
 
 
 

Last Name Middle Name  
 

Preferred Name 
 
 

Date of Birth 
 

SSN 

Gender 
□Male    □Female      □Unknown 

Birth Sex  
□Male    
□Female 

Pronouns  
□He/Him □She/Her                                           
□They/Them □Other   

Mailing Address  
 

Physical Address (if different from mailing 
address) 
 
 

Email Address 

Primary Phone  
 
□Cell      □Home       □Work 

Secondary Phone  
 
□Cell      □Home      □Work 

Race  
□American Indian/Alaska Native                 □Asian                     □Black/African American   
 
□Native Hawaiian/Other Pacific Islander        □White                    □Other/Declined    
 
Ethnicity 
 □Hispanic/Latin        □Not Hispanic/Latin        □Declined/Unknown 
 
Preferred Language 
□English   □Spanish   □Sign Language                                                        
□Other______________________________ 
 
Interpreter Required    □Yes   □No 

Marital Status 
□Married   □Divorced   □Single   □Widow                                                 
□Separated 
 

EMERGENCY CONTACT INFORMATION  
Primary Emergency Contact 
 
 
 

Date of Birth Relationship to Patient  

Primary Phone  
 
□Cell   □Home   □Work 

Secondary Phone  
 
□Cell   □Home   □Work 
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Secondary Emergency Contact Date of Birth 
 
 
 

Relationship to Patient  

Primary Phone  
 
□Cell   □Home   □Work 

Secondary Phone  
 
□Cell   □Home   □Work 

EMPLOYER INFORMATION 
Employer Name 
 
 

Employer Phone  

Employment Status  
□Full Time □Part Time □Retired 
□Disabled  □Self Employed  
□Not Employed  

Patient Retirement Date Spouse Retirement Date 

INSURANCE INFORMATION         (Please provide your Insurance Cards) 

Guarantor (Guardian) Name 
 
 

Date of Birth  

Mailing Address 
 
 

Relationship to Patient  

Primary Insurance 
 

Subscriber Number/Group Number 
 
 

Patients Relationship to Insured  Insured Person Name /Date of Birth  
 

Secondary Insurance Subscriber Number/Group Number  
 
 

Patients Relationship to Insured  
 
 

Insured Person Name /Date of Birth  
 

ADDITIONAL INFORMATION  
Patient Portal Access   □Yes   □No 

The above information is true to the best of my knowledge. 
 
SIGNATURE ___________________________Date/Time___________________________ 
                      (Patient/ Legal Representative) 
 

If signed by other than the patient, print name and relationship. 
 
Name _______________________________ Relationship_______________________ 
 

For Office Use Only                      Form accepted by (initials):                   □Scanned 


