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Patient Registration
Patient’s Name: ______________________________________________  Date: ____________
D.O.B. ____________________ Gender identity: _____________ Preferred pronouns: _________________
Address:______________________________________________________________________
City, ST, Zip___________________________________________________________________
PH: (H) ___________________________  (C)___________________________(O)________________________
Employer: ________________________________________________
Marital Status: ____ How Long: __________________ email: ________________________________________
Preferred method of contact:__________________________________________________________
Complete ONLY if patient is a child: 
School: _________________________________________________
Mother’s Name: ___________________________________ Work # ___________________ 
Father’s Name: ____________________________________ Work # ___________________ 
Additional Parent/Guardian if applicable:_________________________________________________
Emergency Contact:

Name: _________________________Relationship: ________________ Phone #________________________ 
Primary Care Physician Name: _________________________ Phone # __________________ 
PCP Address: _________________________________________________________________
Please sign below to allow the sharing of relevant medical information with your PCP listed. 
Client Signature: __________________________________________ Date: ________________ If 
Minor, Guardian Signature________________________________ Date: ________________ 
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