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REGISTRATION FORM 

PATIENT Information 

Last Name: _____________________ First Name: ______________________   Middle: ____________ 

Date of Birth: ___________________                     Birth Gender:       Female          Male     

Address: ___________________________________ City: ______________ State: _____ Zip:  _______ 

Is the patient18 years old or older?       Yes        No    If yes, Patient Phone #:  _____________________ 

 

PARENT/GUARDIAN Information—Please complete for BOTH parents/guardians 

Parent #1:  Relationship to Patient: (circle)    Mother          Father       Other:  ______________ 

Last Name: ______________________ First Name: ______________________   Middle: _____________ 

Date of Birth: ________________       SSN:  _________________     Occupation:  ___________________ 

Address (if different than Patient): _____________________________________________________________ 
                                                                          Street                                         City                 State          Zip  

Phone Numbers: Home:  ___________________ Work:  ________________Cell:  __________________ 

Preferred contact number (circle one):  Home      Work      Cell  

Email:  ____________________________________________________________ 

 

Parent #2:  Relationship to Patient: (circle)    Mother          Father       Other:  ______________ 

Last Name: ______________________ First Name: ______________________   Middle: _____________ 

Date of Birth: ________________       SSN:  _________________     Occupation:  ___________________ 

Address (if different than Patient): _____________________________________________________________ 
                                                                          Street                                         City                 State          Zip  

Phone Numbers: Home:  ___________________ Work:  ________________Cell:  __________________ 

Preferred contact number (please circle):  Home      Work      Cell 

Email:  ____________________________________________________________ 

 

Primary parent/guardian to receive communication  

Last Name: __________________________   First Name: __________________________ 

 

Emergency Contact (other than parent/guardian): 

Last Name: ____________________________ First Name: _______________________ 

Phone Number: _________________________ Relationship to Patient:___________________________ 

 

Insurance Information (please bring card to each visit): 

Primary Insurance Coverage:  ____________________________________________  

Policy Holder:  Last Name: ______________________  First Name:  ______________  DOB:  ________ 

 

Secondary Insurance Coverage (if applicable): _______________________________ 

Policy Holder:  Last Name: _______________________  First Name:  ______________  DOB:  _______ 

 

Primary Care Provider (PCP): 

Last Name: __________________ First Name: ____________________  Phone Number: _____________ 


