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PATIENT REGISTRATION 
 

 
 
First Name: ______________________Middle Initial: ____ Last Name: _____________________ 
 
Street Address:___________________________________________________________________ 
 
City:_________________________________________ State:__________ Zip:________________ 
 
Home Phone:_____________________________         
 
Work Phone: _____________________________ 
 
Cell Phone: ______________________________ 
 
e-mail address: __________________________________________________________________ 
 
Date of Birth: _____________ Social Security Number__________ Male___ Female___ 
 
Marital Status (please circle):   Single    Married    Widowed    Divorced    Legally Separated 
 
Preferred Pharmacy (example:  Fry’s, Swan/Grant) ____________________________________________ 
  
 
  ************************************************************** 
 
If the patient is a minor, or not financially responsible, please provide the following information: 
 
Responsible party name: __________________________________________________________ 
 
Responsible party date of birth _____________   Social Security # ________________________ 
 
   ************************************************************** 
 
 
Insurance Company Name: ______________________________________________________ 
 
Insurance policy ID Number: _____________________________________________________ 
 
Insurance Specialist Co-pay Amount:  __________ 
 
Other Special Billing Instructions:__________________________________________________ 
 
_______________________________________________________________________________ 


