
 

PATIENT REGISTRATION FORM 

PATIENT INFORMATION  

Patient Name: 
______________________________________________________________________
_ 

                                 (Last)                               (First)                              (Middle Name)                      
(Goes By)  

Date Of Birth: __________________________________________________Sex: 
_________________    

Preferred Language: 
_________________________________________________________________ 

______________________________________________________________________
______________  

PARENTAL INFORMATION  

Parent 1/Legal Guardian’s Name: 
_____________________________________________________ 

Date Of Birth: _______________________________ Social Security #: 
_______________________ 

Mailing Address: 
____________________________________________________________________ 

City: __________________________________  State: _________  Zip Code: 
___________________ 

Cell Phone: ___________________________________ Alternate Phone: 
_____________________  

Email: ________________________________________ Do you want MyChart Access: 
_________ 

Employer/Occupation:  
______________________________________________________________ 

​
Parent 2/Legal Guardian’s Name : 
_____________________________________________________ 



Date Of Birth: ________________________________ Social Security #: 
______________________ 

Mailing Address  (if different from Parent 1): 
____________________________________________ 

City: ___________________________________  State: _____________ Zip Code: 
_______________ 

Cell Phone: _______________________________________Alternate Phone: 
__________________ 

Email: _______________________________________Do you want MyChart Access: 
___________ 

Employer/Occupation: 
_______________________________________________________________ 

​
Who does the child reside with? 
______________________________________________________ 

Who has legal custody of the child? 
___________________________________________________​
​
****Continue on back**** 

Who is responsible for medical bills?  
_________________________________________________ 

 

Emergency Contact: 
_________________________________________________________________ 
Phone: ________________________  Relation: 
____________________________________________​
​
 

Who referred you to our practice? 
_____________________________________________________​
 

 

 

INSURANCE INFORMATION 



Primary Insurance Company: 
_________________________________________________________ 

ID (Policy #) : _________________________________________ Group #: 
______________________ 

Subscriber: ___________________________________________ Relationship: 
_________________​
​
Secondary Insurance Company: 
______________________________________________________ 

ID (Policy #) : _________________________________________ Group #: 
______________________ 

Subscriber: ___________________________________________ Relationship: 
_________________​
 

 


