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Registration Form        

 

Patient information: Please have Driver’s License (or other photo I.D.) and Insurance Card ready to be copied. 

 

Date _________________________       Date of Birth ________________________________ 

           Month       Day          Year 

Patients Name ____________________________________________________________________________________ 

 

Home address ____________________________________________________________________________________ 

                       Street address     City   State          Zip Code 

 

Home # (______) ____________________ Cell # (______) __________________ Work # (______) _______________ 

 

SSN# _________________________________How did you find our practice? __________________________________ 

 

Driver’s license #_________________________________________________________________________________ 

 

Employer ________________________________________________________________________________________   

 

Spouse’s Information: 

Name:  ______________________________________ DOB _______________________________________ 
 

Home # (______)____________________ Cell # (______)__________________ Work # (______)_________________ 

 

SS #_____________________________________  Driver’s License # _______________________________________ 

 

Parent/Legal Guardian Information:  

(If child/adolescent is under parent’s/guardian’s insurance policy and/or responsible for payment): 

 
Mother’s Name ____________________________________________ DOB __________________________________  

 

Home # (______)____________________ Cell # (______)__________________ Work # (______)_________________ 

 

SS #_____________________________________  Drivers License # ________________________________________ 

 

Mother’s maiden name _____________________________________________________________________________ 

 

Father’s Name ____________________________________________ DOB___________________________________ 

 

Home # (______)____________________ Cell # (______)__________________ Work # (______)_________________ 

 

SS #_____________________________________  Drivers License # ________________________________________ 
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With whom does the child/adolescent primarily reside? ____________________________________________________ 

       Name 

                 ____________________________________________________ 

                 Address           City                      Zip code 

               (_______)____________________________________________ 

               Phone number 

 

 

Name of school adolescent attend? _____________________________________ Grade Level ____________________ 

 

School Counselor’s name and phone number ____________________________________________________________ 

 

 
 

Primary Health Insurance: 

 
Insurance Company Name ________________________________ Provider phone number (______)_______________ 

 

Identification # _________________________________________ Group # ___________________________________ 

 

Policy Holder Name _____________________________________ Relationship to patient _______________________ 

 

Policy Holder’s Address_____________________________________________________________________________ 

 

Policy Holder’s Employer ___________________________________________________________________________ 

 

Policy Holder’s Date of Birth_________________________________________________________________________ 

 

Secondary Heath Insurance: 

Insurance Company Name __________________________________  Provider phone number (____)_______________ 

Identification number_______________________________________ Group #_________________________________ 

Policy Holder Name _______________________________________  Relationship to patient _____________________ 

Policy Holder address ______________________________________________________________________________ 

Policy Holder Employer____________________________________  Policy Holder Date of Birth__________________ 

 

Please indicate the person financially responsible for account: 
 

Name ______________________________________________Relationship to patient __________________________ 

 

___________________________________________________ 

Address  

___________________________________________________ 

City              Zip Code 


