
                   PATIENT REGISTRATION FORM 
 

Acct No:     Reg. By:     Entered Date:    Office Site:     
 

Please complete this form in order to ensure proper billing of your services.  Please Print.  Today’s Date:_________________ 
 
Patient Name: __________________________________  Social Security Number: ________________________________  
             Last Name                             First Name              MI 

Other Name:  __________________________________  Date of Birth: _________________________________________  
SEX:   M    F  Race: (Response is not mandatory.  Data is used for statistical reporting.) 
Marital Status:  Single  Married    Widowed   African American    Asian/Oriental    Caucasian    Hispanic 

  Separated    Divorced    Other  Native American    Other    Unknown 
 

Addr1:   Home Phone: (           )   
Addr2:   Daytime Phone:  (           )   
City,St,ZIP:_____________________________________           Cell Phone: (______)____________________________________ 
 
Employer: _____________________________________  Emp Status:   Employed   Unemployed   Disabled   Homemaker  
Addr1: _______________________________________   Other __________________   Student   Active Military   Self-Employed 

Addr2: _______________________________________  Work Phone: (        ) ____________________________________  
City,St,ZIP: ______________________________________________________________________________________________  
 
Pharmacy Name:_________________________________City:_____________________Telephone#:_______________________ 
 
Please complete if guarantor is other than self.  (The guarantor is the person financially responsible for this patient’s bill.) 
 
Guarantor: ____________________________________  Patient’s Relationship to Guarantor: _______________________  
Addr1: _______________________________________  Social Security Number: ________________________________  
Addr2: _______________________________________  Date of Birth: _________________________________________  
City,St,ZIP: ___________________________________  Sex: _________________________________________________  
 Home Phone: (        )____________________________________ 
Employer: ____________________________________  Work Phone: (        ) ____________________________________  
Addr1: _______________________________________   
Addr2: _______________________________________   
City,St,ZIP: ______________________________________________________________________________________________  
___________________________________________________________________________________________________________ 
 
Emerg Cont: ___________________________________  Patient’s Relationship to Emerg Cont: ______________________  
Addr1: _______________________________________  Home Phone: (        ) ____________________________________  
Addr2: _______________________________________  Work Phone: (        ) ____________________________________  
City,St,ZIP: ____________________________________            Cell Phone: (____)______________________________________ 
 
How did you hear of our practice?  Billboard  Brochure  Health Fair  Health Plan  Internet  JeFF NOW  Mass Mailing 
 Newspaper/Mag.  Ongoing Care  Other  Patient  Phone Bk  Phys. Off./ER  Relative  Radio  TV  Word of Mouth 
*********************************************************************************************************** 

Insurance Information 
A separate form is required for Worker’s Compensation, Automobile Liability, or Legal services. 
PRIMARY CARRIER: _____________________________________________________________________________________  
Address : ___________________________________________________ Telephone #: (        ) ________________________  
Group/Plan #: _______________________________________________ ID/Cert #: _______________________________  
Subscriber’s Name: __________________________________________ Subscriber’s DOB: ________________________  
Relationship to Patient: _______________________________________  Effective Date: ___________________________  
 
SECONDARY CARRIER: __________________________________________________________________________________  
Address: ___________________________________________________ Telephone #: (        ) ________________________  
Group/Plan #: _______________________________________________ ID/Cert #: _______________________________  
Subscriber’s Name: __________________________________________ Subscriber’s DOB: ________________________  
Relationship to Patient: _______________________________________ Effective Date: ___________________________  
*********************************************************************************************************** 

 


