
Patient’s First Name

Patient Registration Form
Patient Information

Patient Employer/School Information

(as it appears on insurance card or ID)Middle Name Last Name

Date of Birth (Age)  Sex Marital Status

Patient’s Address ZipStateCity

Referred by Primary Care Physician Primary Care Physician Phone

Social Security Number

Home Phone Mobile Phone Email Address

Employer/School         Occupation Employer/School Phone

Emergency Contact Information
Emergency Contact Name     Emergency Contact Phone Relation to Patient

Insured’s Name  (as it appears on insurance card or ID)       

Billing and Insurance

Relation to Patient

Insurance Company Plan

Primary Health Insurance

Plan Number

Insured’s Phone Number

Insured’s Address ZipStateCity

Group Number Insured’s Employer/School

Secondary Health Insurance

Billing Name (if other than patient)    

Responsible Party
Relation to PatientPhone

Address ZipStateCity

Employer/School Address ZipStateCity

Signature of Patient or Authorized Guardian Date      

Insured’s Social Security Number Insured’s Birthdate

Insured’s Name  (as it appears on insurance card or ID)       Relation to Patient

Insurance Company Plan

Plan Number

Insured’s Phone Number

Group Number

Pharmacy Phone        Pharmacy AddressPharmacy

Insured’s Employer/School Insured’s Social Security Number

Date of Appointment:  

Check-In by



Reason for Visit

Date of Appointment:  

>OH[�IYPUNZ�`V\�[V�[OL�VMÄJL�[VKH`&

+V�`V\�OH]L�HU`�V[OLY�JVUJLYUZ�`V\�^V\SK�SPRL�[V�HKKYLZZ&

Excellent Good Fair Poor

/V^�PZ�`V\Y�NLULYHS�OLHS[O&

Current Medications
>OH[�TLKPJH[PVUZ�HYL�`V\�J\YYLU[S`�[HRPUN&

Name Dosage Frequency

Name Dosage Frequency

FrequencyName Dosage

FrequencyName Dosage

Allergies
(YL�`V\�HSSLYNPJ�[V�HU`�VM�[OL�MVSSV^PUN&

Adhesive Tape Antibiotics Latex
Barbiturates (Sleeping Pills) Aspirin Iodine
Codeine Sulfa Local Anesthetics

+V�`V\�OH]L�HU`�V[OLY�HSSLYNPLZ&

Name Reaction

Name Reaction

Past Medical History

Hospitalizations & Surgeries

Reason Date

Reason Date

Women Only:

# of Pregnancies # of Miscarraiges # of Abortions # of Living

Last Pap Smear Last Mammogram Birth Control Method

Family History
/HZ�HU`VUL�PU�`V\Y�MHTPS`�L]LY�OHK�HU`�VM�[OL�MVSSV^PUN�JVUKP[PVUZ&

Lifestyle Factors
(YL�`V\�ZL_\HSS`�HJ[P]L&

Yes No # of partners in past year

+V�`V\�^PZO�[V�IL�JOLJRLK�MVY�:;+Z&
Yes No

/HZ�HU`VUL�PU�`V\Y�OVTL�L]LY�WO`ZPJHSS`�VY�]LYIHSS`�O\Y[�`V\&
Yes No

/H]L�`V\�L]LY�ZTVRLK&
Yes No # of years # packs/day

+V�`V\�ZTVRL�UV^&
Yes No # packs/day

+V�`V\�\ZL�YLJYLH[PVUHS�KY\NZ&
Yes No # times/week[`WLZ&

/V^�T\JO�HSJVOVS�KV�`V\�KYPUR�WLY�^LLR&
# drinks/week

/V^�T\JO�JHMMLPUL�KV�`V\�KYPUR�WLY�KH`&
# drinks/day

/V^�VM[LU�KV�`V\�L_LYJPZL&
# times/week

Alcoholism

AIDS / HIV

Anemia

Back Problems

Bleeding Disorder

Anxiety Disorder

Arthritis

Asthma

Blood Disease

Blood Transfusion

Cancer

Diabetes

Depression

Eating Disorder

Epilepsy

Glaucoma

Gout

Heart Disease

Heart Problems

Hepatitis - A, B, or C

High Blood Pressure Migraines

High Cholesterol Osteoporosis

Joint Disorder Pneumonia

Kidney Disorder

Liver Disorder

Lung Disease

Rheumatic Fever

Stroke

Skin Disorder

Stomach Ulcer

Substance Abuse

Thyroid Disorder

Tuberculosis
Venereal Disease

Allergies

Polio

MeaslesEar Problems

Alcoholism

Anemia

Anxiety

Arthritis

Asthma

AIDS/HIV

Bleeding Disorder

Cancer

Depression

Osteoporosis

Stroke

Substance Abuse

Diabetes

High Blood Pressure

High Cholesterol

Joint Disorder

Kidney Disease

Liver Disorder

Lung Disease

Migraines

Psychiatric Disorders

Hepatitis

Allergies
Alzheimer’s

Glaucoma
Heart Disease

Epilepsy

Details: 

Blood Disorder

Genetic Disorder

Thyroid Disorder

Name Gender Age

Check-In by


