
 
PATIENT REGISTRATION FORM  
 
First Name: _______________________ MI: _________ Last Name: _____________________________ 
        Use Legal Name as It Appears on Your Insurance Card 
 

Preferred Name: ___________________ 
 

Mailing Address: ______________________________________________________________________  
 

City: ____________________________ State: ____________________ Zip Code: __________________ 
 

Date of Birth: _______/_______/_________Gender Identity: ____________Pronouns: _____________    
  Month    Date     Year 
 

Primary Phone: ________________________________ (Cell/Home)  
  
Secondary Phone: ______________________________ (Cell/Home) 
 

E-Mail: _______________________________________ SS#: ___________________________________ 
                    Required for Patient Portal    Required for Veterans Affairs Insurance 

(We do not share your information) 

 
Primary Care Provider: ______________________  City & State: ___________________________  
 

Phone #: __________________________________ Date Last Seen: _________________________ 

 
Pharmacy: ________________________________ City & State: ____________________________ 
 
INSURANCE NAME ____________________________________________________________________ 
 

IS THIS POLICY IN YOUR NAME?        YES  NO (If NO, please complete the following) 
 
Subscriber First Name: ____________________ MI:_____ Last Name:___________________________ 
 

Mailing Address: ______________________________________________________________________ 
 

City: ___________________________________ State: ____________ Zip Code: ___________________ 
 

Phone #_________________________________Date of Birth: _________/_________/______________  
          

SS# ____________________________________  Relationship___________________________________ 
Required for Veterans Affairs Insurance* 

 
EMERGENCY CONTACT 
 

First Name: _____________________________ Last Name: _______________________  
 

Relationship: ____________________________ Phone #: _________________________  


