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Patient Registration Form
Today’s Date: _____________________

PATIENT INFORMATION
Name: ___________________________________________________________
Date of Birth: __________________________________________  Sex: □ M □ F 
Home Address: ____________________________________________________
City: __________________________  State: _________  Zip Code: ___________

PARENT/GUARDIAN INFORMATION
Primary Family Phone: ______________________________________________

Parent/Guardian Name: _____________________________________________
Date of Birth: __________________________________________  Sex: □ M □ F 
Home Address (if different from child): ___________________________________
City: __________________________  State: _________  Zip Code: ___________
Mobile Phone: _____________________  Work Phone: ____________________

Parent/Guardian Name: _____________________________________________
Date of Birth: __________________________________________  Sex: □ M □ F 
Home Address (if different from child): ___________________________________
City: __________________________  State: _________  Zip Code: ___________
Mobile Phone: _____________________  Work Phone: ____________________


INSURANCE INFORMATION
Name of Insurance: _________________________________________________
ID #: _____________________________  Group #: ________________________
Insurance Address: _________________________________________________
Name of Subscriber: ________________________________________________
Relationship to Patient: ______________________________________________


How did you hear about us? __________________________________________
We are required to collect the following information for each patient.

Please complete this section before returning the form.

Thank you.

Your Preferred Language:
_________________________

Your Child’s Race/Ethnicity:
(Select one primary)
□ American Indian
□ Asian
□ Black/African American
□ Caucasian
□ Hispanic
□ Multiracial
□ Unknown
□ Other
□ Decline to Answer
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