
PATIENT REGISTRATION
Welcome to our office.  We are committed to providing the best, most comprehensive care
possible.  Please assist us by providing the following information.  All information is con-
fidential and is released only with your consent.

PLEASE COMPLETE ENTIRE FORM

Patient Last Name_____________________________ First_______________________ Date of Birth__________________

Home Address_____________________________________ City___________________State_______ Zip Code____________

Home Telephone (       )_____________________________	 SEX (circle one)     M   or   F

	 MOTHER’S INFORMATION	 FATHER’S INFORMATION

Last Name___________________First___________________   Last Name____________________First_________________

Address_________________________________________ 	 Address___________________________________________

Home Telephone_________________________________ 	 Home Telephone___________________________________

Cell #_ __________________________________________ 	 Cell #_____________________________________________

Employer________________________________________ 	 Employer__________________________________________

Employer Phone #________________________________ 	 Employer Phone #__________________________________

Mother’s DOB___________________________________ 	 Father’s DOB_ _____________________________________

RESPONSIBLE PARTY INFORMATION (person responsible for fee)

Last Name_______________________________ First___________________Relationship to child_ ____________________

Address__________________________City_________________State_____Zip_______Home Phone #________________

Employer_______________________________Employer Phone #__________________Cell Phone #_________________

Social Security #__________________________DOB__________________

INSURANCE INFORMATION

Name of Carrier____________________________________ Subscriber’s Name_________________   __________________

Subscriber’s DOB________________________ 	 Subscriber’s SS #________________________________________________ 	

Group #________________________________ 	 Contract #_____________________________________________________ 	
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If there is more than one insurance please list all insurance information (same as above) for 
each additional carrier below.

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Referring Physician (must be filled in if referred by another physician)

Physician’s Name______________________________________________________________________

Physician’s Address____________________________________________________________________

Physician’s Phone #________________________________ Fax #_______________________________

Please List Any Siblings (Brothers or Sisters)

	 Last Name	 First Name	 DOB

	 __________________ 	 ___________________ 	 ___________________

	 __________________ 	 ___________________ 	 ___________________

	 __________________ 	 ___________________ 	 ___________________

	 __________________ 	 ___________________ 	 ___________________

Emergency Contact_ _____________________________________ Phone #_____________________	

I hereby certify that all information provided by me on this form is complete and true to the
best of my knowledge.

Parent/Guardian Signature________________________________Date________________________ 	

Relationship to Child______________________________________


