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Patient Registration &

Responsible Party Information
Patient Name: ____________________________________________DOB :______________________________

Patient Name:_____________________________________________DOB:______________________________

Patient Name: ____________________________________________DOB :______________________________

Patient Name:_____________________________________________DOB:______________________________

Patient Name: ____________________________________________DOB :______________________________

Address City, State, ZIP:______________________________________________________________________
Home Phone: ___________________ Cell Phone: ___________________ Please Circle Preferred Contact Method
Emergency Contact name, number, relation (not Mom or Dad):_______________________________________ _____________________________________________________________________________________________
Who referred you to us?__________________________________________________________________________

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Parents (or guardian): Single________ Married________ Divorced________ Widowed________ Foster________
Mother’s Name or Legal Guardian:______________________________________ DOB:______/______/________
SS#:______/______/_________   Phone: ________________________Email:______________________________

 Driver License#: _______________________________ Employer: ______________________________________

Employer Address & Phone number________________________________________________________________

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Father’s Name or Legal Guardian:______________________________________ DOB:______/______/________
SS#:______/______/_________   Phone: ________________________Email:______________________________

Driver License#: _______________________________ Employer: ______________________________________

Employer Address & Phone number_______________________________________________________________
Person Responsible for Account: _________________________________________________________________
Insurance Information
Policy Holder: ________________________________    Policy Holder: ___________________________________
Primary Insurance Name:_________________________ Secondary Insurance Name:_________________________
Address & Phone number:________________________  Address & Phone number:__________________________

_____________________________________________   _______________________________________________

_____________________________________________   _______________________________________________

Group #:______________________________________  Group.#________________________________________ 
ID #:________________________________________     I.D.#__________________________________________
Parent/Legal Guardian:_______________________________________ Date:____________________
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