
Patient Registration 

Date of Visit: ______________  

Patient Information 

Name: __________________________________________________________________________  

Date Of Birth: ________________ Patient Social Security #: ____________________Language_________ 

Address: __________________________________City/State_________________________________ 

  ________________________________________________________________________ 

Home #: ____________________ Cell #: ___________________   Work #: _____________________ 

Gender:    F      M Marital Status:     M      D     S    W 

Race: [  ] American Indian   [  ] Asian   [  ] Black/African American    [  ] Native Hawaiian    [  ] White 

[  ] Hispanic/Latino    [  ] Refuse to Answer [  ] Other: __________________________ 

Emergency Contact Information 

Name: ____________________________________ Phone #: _________________________ 

Address: ___________________________________________________________________ 

Patient Past Medical History 

Major Medical Problems: _____________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

Major Surgeries: ___________________________________________________________________ 

_______________________________________________________________________________ 

Current Medications: ________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

Allergies to Medications: ____________________________Pharmacy /Location:___________________ 

_______________________________________________________________________________ 

Social History 

Smoker:  Y   N  Alcohol Consumption:   Y   N  Recreational Drugs:    Y    N 

Insurance Information 

Insurance Company: _________________________________________________________________ 

Subscriber Name:  __________________________________________________________________ 

Subscriber Date of Birth : _______________  Subscriber Social Security #: __________________________ 

Insurance Company Address: ___________________________________________________________ 

      ___________________________________________________________
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