Patient Registration
Required Information-Please Fill in all Areas			Today's Date:______/______/______
Contact Information
________________  ___  _______________    	____/____/____    _____         ______-____-_____      
First name	           MI       Last Name		Date of Birth	       Age	             Social Security
Title_______(Dr. Mr. Mrs. Ms. Rev)	[ ]Female  [ ]Male   Pharmacy(S):___________________
_________________________________	_________________    ______   _____________
Mailing Address					City		                State          Zip Code
_________________________________	________________    ______   ______________
Street Address					City		               State          Zip Code
______________________	___________________	________________________
Home Phone		Cell			Alternative Number
Race/Ethnicity:[ ]Caucasian [ ]Hispanic  [ ]African-American  [ ]Asian  [ ] Non-Hispanic  [ ]Other
____________________________	___________________
Employer name				Work Phone

________________________________		May we contact you by email? []YES []NO
Email Address
______________________________	______________	____		______________________
Emergency Contact			Relation				Phone Number	
May we contact them?  [ ]YES  [ ]NO
Advanced Directive       [ ]YES  [ ]NO

Primary Insurance Information
Name of Insured:_____________________   Relationship to Insured: []Self []Spouse []Child []Other
Insured Soc Sec:_____________________	  Insured DOB:_____________________________
Employer:__________________________	  Ins. Company_____________________________

Secondary Insurance Information
Name of Insured:_____________________   Relationship to Insured: []Self []Spouse []Child []Other
Insured Soc Sec:_____________________	  Insured DOB:_____________________________
Employer:__________________________	  Ins. Company_____________________________
