
 
 

Patient Registration 
 
Patient Name:__________________________________________________________________ 
 
Preferred Name (if different than above):____________________________________________ 
 
Person responsible for account:____________________________________________________ 
 
Birthdate:___________________         Sex:   Male  Female 
 
Please check one:        Single        Married  Widow               Separated 
 
Home Address:_________________________________________________________________ 
 
City, State, Zip__________________________________________________________________ 
 
Email Address:__________________________________________________________________ 
 
Cell Phone Number:_____________________________________________________________ 
  
Home Phone Number:___________________________________________________________ 
 
Preferred method of contact:           Phone (Cell or Home)              Email           Text 
 
If patient is a minor: 

Mother’s Name and Birthdate:_______________________________________________ 
 
Father’s Name and Birthdate:________________________________________________ 

 
Emergency Contact 
 Name:__________________________________________________________________ 
 
 Address:_________________________________________________________________ 
 
 Telephone:_______________________________________________________________ 


