
 

PATIENT REGISTRATION FORM 

Patient Name: ____________________________________  DOB:    ____________  Gender: _________ 

Street Address: _______________________________ City: ____________ State: _____ Zip: _________ 

Home Phone: _______________________  Cell Phone: ___________________ Work: ______________ 

Email: _____________________________ 

______________________________________________________________________________________ 

Race:    

             □ Asian                           □ Black/African American                                        □ White 

             □ Hispanic                      □  Asian                                                                       □Other: ____________ 

Ethnicity:   

             □ Hispanic or Latin American           □ Non-Hispanic or Latin American        □ Decline to answer 

Preferred Language: 

             □ English                 □ Spanish               □Other: ____________________ 

_______________________________________________________________________________________ 

INSURANCE: 

 

Primary Insurance: __________________________  

Subscriber ID#: _____________________________  Group#: _________ 

Subscriber Name: ________________________________________ Relationship to patient: ____________ 

Subscriber DOB: _________ 

 

Secondary Insurance: ________________________  

Subscriber ID#: _____________________________ Group#: __________ 

Subscriber Name: _________________________________________ Relationship to patient: ____________ 

Subscriber DOB: _________ 

 

_________________________________________________________________________________________ 

EMERGENCY CONTACT: 

 

Name: _______________________ Relationship: _____________ Phone: ______________ 

Is this person allowed to get personal information?  □Yes            □No 

 

_________________________________________________________________________________________ 

PHARMACY 

 

Pharmacy Name: ____________________________  Pharmacy Phone: ___________________ 

 

Pharmacy Address: ____________________  City: _______________ State: ____   Zip: _______ 


