
PATIENT REGISTRATION FORM 
 

DATE_________________________     DOCTOR: (circle one) Yob / Vaidya / Cola / Osmundson / Bermudez 
 

NAME OF PATIENT_________________________________________________________________________________________ 
    LAST    FIRST    MIDDLE 
 
DATE OF BIRTH______________AGE_______SEX:  M  /  F   MARITAL STATUS  S  /  M  /  D  /  W    RACE_____________ 
 
SS#________________________________HOME PHONE_____________________CELL PHONE #_______________________ 
 
ADDRESS__________________________________________________________________________________________________ 
  STREET  APT #    CITY   STATE  ZIP CODE 
 
EMPLOYER_________________________________________ OCCUPATION_________________________________________ 
 
WORK ADDRESS_____________________________________________________________ PHONE______________________ 
   STREET   CITY  STATE          ZIP CODE 
 
SPOUSE/PARENT__________________________________________ EMPLOYER_____________________________________ 
 
WORK ADDRESS_____________________________________________________________ PHONE______________________ 
   STREET   CITY  STATE       ZIP CODE 
 
WHO REFERRED YOU TO OUR OFFICE?____________________________________________________________________ 
 
 

PLEASE ENTER INFORMATION ON THE PERSON RESPONSIBLE FOR THE BILL IF OTHER THAN THE PATIENT 
 
NAME_________________________________________ DOB__________________RELATIONSHIP______________________ 
 
ADDRESS__________________________________________________________________________________________________ 
  STREET  APT #    CITY   STATE  ZIP CODE 
 
PHONE_______________________________________________________ SOCIAL SECURITY #_________________________ 
 

EMERGENCY CONTACT (Nearest relative or friend not living with you) 
 

NAME________________________________________________________ RELATIONSHIP______________________________ 
 
ADDRESS__________________________________________________________________________________________________ 
  STREET  APT #    CITY   STATE  ZIP CODE 
 
HOME PHONE_______________________________________ WORK PHONE________________________________________ 
 

INSURANCE INFORMATION 
 

PRIMARY CARRIER______________________________      SECONDARY CARRIER___________________________ 
 
INSURED NAME__________________________________  INSURED NAME__________________________________ 
 
INSURED DATE OF BIRTH________________________  INSURED DATE OF BIRTH_________________________ 
 
INSURED EMPLOYER____________________________  INSURED EMPLOYER_____________________________ 
 
POLICY NUMBER________________________________  POLICY NUMBER_________________________________ 
 
GROUP NUMBER_________________________________  GROUP NUMBER_________________________________ 
 
YOUR RELATIONSHIP TO INSURED_______________  YOUR RELATIONSHIP TO INSURED_______________ 
 
****PLEASE PRESENT INSURANCE CARDS AND PHOTO ID TO THE RECEPTIONIST**** 
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