
Patient Registration & Insurance Information 

Please present insurance card and photo ID for us to copy. 
 
 
Person Responsible for the Bill: 
 

Name: ___________________________________________________________________________________________ 

Address: _________________________________________________________________________________________ 

City, State & Zip: ___________________________________________________________________________________ 

Home Phone #:________________________________  Work Phone #: __________________________ 

Relation to Patient: _________________________________________________________________________________ 

Patient Information: 

Name:___________________________________________________________________________________________ 

Address:__________________________________________________________________________________________ 

City, State & Zip: ___________________________________________________________________________________ 

Home Phone #:________________________________  Work Phone #: __________________________ 

Cell Phone: ___________________________________ 

Date of Birth:_______________________   Sex:   Male or Female Martial Status: ___________________ 

Social Security Number:____________________________________ 

(If Minor): Mother’s Name:_____________________________ Home Phone #:___________________ 

  Father’s Name:  _____________________________ Home Phone#:___________________ 

Emergency Contact Information: 

Contact Name: ____________________________________________________________________________________ 

Relationship to Patient:______________________________________________________________________________ 

Address:__________________________________________________________________________________________ 

City, State & Zip:___________________________________________________________________________________ 

Home Phone #:______________________________  Work Phone#:___________________________ 

Primary Insurance Information: 

Group #:___________________________________  Policy #:________________________________ 

Subscriber Name: ______________________________________________________________ 

Patient Relation to Subscriber:________________________ Date of Birth: ____________________________ 

Social Security Number:__________________________________________________________ 

Employer:________________________________________ Work Phone #:___________________________ 

Secondary Insurance Information: 

Group #:___________________________________  Policy#:_________________________________ 

Subscriber Name:_______________________________________________________________ 

Patient Relation to Subscriber:________________________ Date of Birth:____________________________ 

Social Security Number:___________________________________________________________ 

Employer:________________________________________ Work Phone #:___________________________ 

Referred by: ________________________________________________________________ 

 


