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PATIENT REGISTRATION FORM 
 

LAST NAME 
 
 
 
 
 

FIRST NAME MIDDLE NAME DATE OF BIRTH SEX 
 
 
 

ADDRESS (STREET & NO) 
 
 
 
 
 

CITY ZIP CODE 

EMAIL ADDRESS 

 
 
  

HOME PHONE 
 
 
 
 
 

MOBILE PHONE WORK PHONE 

MARITAL STATUS 
 
 
 
 
 

DRIVER’S LICENSE NUMBER PREFERRED PHARMACY & ADDRESS 
 
 

EMPLOYER/OCCUPATION 
 
 
 
 
 

EMPLOYER’S ADDRESS 
 
 
 
 

EMERGENCY CONTACT 
 
 
 
 
 

RELATIONSHIP TO PATIENT 

PHONE NUMBER OF EMERGENCY CONTACT 
 
 
 
 
 

CONTACT’S ADDRESS 
 
 

INSURANCE COMPANY 
 
 
 
 
 

INSURANCE COMPANY PHONE NUMBER INSURANCE IDENTIFICATION NUMBER 

PRIMARY CARE PHYSICIAN 
 
 
 
 
OKAY TO CONTACT? 

PHONE NUMBER ADDRESS 
 
 
 

CURRENT THERAPIST: 
 
 
 
 
OKAY TO CONTACT? 

PHONE NUMBER ADDRESS 
 
 

ADDITIONAL PHYSICIAN 
 
 
 
 
OKAY TO CONTACT? 

PHONE NUMBER ADDRESS 
 
 
 
 

REFERRED BY: 
 
 
 
 
 

 
 
 
 


