
 
PATIENT REGISTRATION 

 
 
 
 
 

Part A: Patient Information 
 
Name: _______________________________________      

Address:   ____________________________________________________________________________________ 

    ____________________________________________________________________________________ 

Home Phone:  (____)______________ Work Phone: (____)______________  Cell Phone:  (____)______________   

E-mail:   ______________________________ 

Sex:   M    F Birth date:  __/__/____ Age:   _____  Marital Status:  S   M   W   D  

Social Security # _____-____-_____ 

Employer:   _____________________________________________________     Phone:  (____)_______________ 

Address:    ___________________________________________________________________________________ 

 
 
 
 
 
 

Part B:  Responsible Party (If other than person being treated) 
 

Name: _______________________________________      

Address:   ____________________________________________________________________________________ 

    ____________________________________________________________________________________ 

Home Phone:  (____)______________ Work Phone: (____)______________  Cell Phone:  (____)______________   

E-mail:   ______________________________ 

Sex:   M    F Birth date:  __/__/____ Age:   _____  Marital Status:  S   M   W   D  

Social Security # _____-____-_____ 

Employer:   _____________________________________________________     Phone:  (____)_______________ 

Address:    ___________________________________________________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

Part C:  Emergency Contact 
 

Name: _________________________________________   Relationship to Patient:  ______________________ 

Address:   _____________________________________________________________________________ 

    _____________________________________________________________________________ 

Home Phone: (____)______________Work Phone: (____)______________Cell Phone: (____)______________ 

 

Primary Doctor: 

Name: ________________________________________________________________________________ 

Address:   _____________________________________________________________________________ 

    _____________________________________________________________________________ 

Phone:  (____)__________________________________________________________________________ 

 

 
 
 

Part D:  Additional Information 
 

Were You Referred by your Doctor?    

 If Yes: 

Name: _______________________________________________________________________________ 

Address:   ____________________________________________________________________________ 

    ____________________________________________________________________________ 

Phone:  (____)_________________________________________________________________________ 

  

If No: 

How did you hear about us?     Phone Book   Friend        

                                     Other: _____________________________________________________ 
 


