
Patient Registration Form 

Patient Demographics: 

Patient Name: _________________________________________________   DOB: _______________________ 

E-mail address:_____________________________________________________________________________ 

Primary Street Address:_______________________________________________________________________ 

                                  City: _______________________________ State:_____________ Zip:__________________ 

Primary Phone Number: ______________________________________ Home/Cell/Work (circle one) 

Secondary Phone Number: ____________________________________ Home/Cell/Work (circle one) 

Sex at birth:   Male   Female      Occupation:____________________ Primary Language: ______________      

Marital Status:   Married   Single   Divorced   Widowed   Other: ____________________ 

Race:    American Indian/Alaska Native   Asian   Black/African American   Caucasian/White 

 Multiracial   Decline to specify   Unknown  Other: _________________ 

Ethnicity:   Hispanic or Latin American     Non-Hispanic or Latin American      Refuse to report 

Responsible Party Information:    Check here if same as above 

Name: ______________________________________________   DOB: ________________________________ 

Sex:  Male   Female    Phone #:_____________________________  Relation to Patient: _______________ 

Address:______________________________________  City: _____________ State: ______  Zip:___________ 

Employment Information:   Check here if N/A 

Employer Name: _________________________________________  Phone #:___________________________ 

Address: ______________________________________ City:______________ State:_______ Zip:___________ 

Primary Care Provider Information:  Name of Practice:_____________________________________________ 

Provider Name:__________________________________________ Phone #: ___________________________ 

Address: ______________________________________City: ______________State: _______ Zip: __________ 

Emergency Contact: 

Name:____________________________________ Phone #: _____________________ Relation:____________ 

Name:____________________________________ Phone #: _____________________ Relation:____________ 

 

Patient Signature:____________________________________________   Date: _________________________ 



 

 


