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Harbor health, LLC 

New Patient Registration 
 

 
Patient information 
 
Name: __________________________________________________________________________________ DOB: ____________________________ 
         (First)                             (MIDDLE)                                     (LAST) 

Preferred Name/Nickname: ____________________________ GENDER: ______  SS#: __________________________________________ 

Contact information (please check or circle preferred contact method) 

0 Mobile phone: __________________________________ 0 email: _______________________________________________________ 

0 Home phone:  ___________________________________ 0 Work Phone: _____________________________ 

Mailing address: ______________________________________________________________________________________________ 

                         City: ________________________________ state: ___________ Zip: _________________________________ 

Payment information 

0 Self pay  0 insurance 

insurance: __________________________________________ id#: _________________________________ group: ________________________ 

effective dates: ____________________________ subscriber: __________________________________________ DOB: __________________ 

Guarantor 

Patient relationship to guarantor: 0 self  0 spouse  0 child  0 other 

Guarantor Name: _____________________________________________________________________________________________ 
                              (first)                                        (Middle)                             (Last) 
 
Address: ________________________________________________________________________________________________________ 

             City: ______________________________________________ State: _____________ Zip: ___________________________ 

DOB: _______________ Gender: ________  SS#: ___________________________ Phone: __________________________________ 

Prescriptions 

Preferred pharmacy: ___________________________________________________ City: _________________________________ 

Current Medications (Prescription, Herbals/Supplements, And over-the-counter; May continue on additional page..) 

Medication Name Strength When Taken? Condition How long? 
     
     
     
     

Demographics 

Ethnicity/Race: 0 American Indian or Alaskan Native  0 Hispanic or Latino  0 Asian  0 White 

                     0 Black or African American  0 Native Hawaiian or other pacific islander  0 Decline  

Next of Kin 

Next of Kin Name: _____________________________________________________________________________________________ 
                           (First)                                  (Middle)                            (Last) 
 
Relationship: ___________________________  Phone: ______________________________ 0 mobile  0 home  0 work 
 
Address: _____________________________________________ City: __________________ State: ______ Zip: ________________ 
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Harbor health, LLC 
 

Acknowledgement of privacy and financial policy 
 

 
 
 
By signing this form, I understand that: 
 
 

• Protected health information may be disclosed or used for treatment, payment, or healthcare 

operations.  

• Harbor health reserves the right to change the privacy policy as allowed by law.  

• Harbor health has the right to restrict the use of the information but does not have to agree to 

those restrictions.  

• I have the right to revoke this consent in writing at any time and all full disclosure will then cease. 

• Harbor health may condition receipt for treatment upon execution of this consent. 

 

 
May we phone, email, or send a text to you to confirm appointment?   Yes    No 
 
 
May we leave a message on your voicemail at home or on your cell phone?   Yes   No 
 
 
May we discuss your medical condition with any member of your family?   Yes   No 

 

*If yes, please name the members allowed: 
 
 
_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________ 

 

 

I acknowledge that I have reviewed and received a copy of harbor health’s financial and privacy policy 

 
 
 
Signature _________________________________________________________________     date: _________________ 

Witness:___________________________________________________________________      date: __________________ 

 


