Patient Registration:
First name: __________________  Last name: __________________ Preferred name:_______________
Address:__________________________ City:___________________   State/Zip code:_______________
Birth Date:_________________________  Social Security Number:__________-_________-__________
Sex(please circle one):		Male		Female		Identifies As:_____________________
Home Phone:________________  Cell Phone:________________  Work Phone:____________________
Email Address:________________________________________________________________________
How would you like to be contacted(please circle one): 	Text		Email		Phone Call 
EMERGENCY CONTACT:_____________________________ Phone number:_______________________
Account Information:
· Same as above or 
First name: __________________  Last name: __________________ Preferred name:_______________
Address:__________________________ City:___________________   State/Zipcode:_______________
Primary Insurance Information:
Policy Holder First Name:________________ Middle Initial:_______ Last Name:____________________
Birth Date:_________________________  Social Security Number:__________-_________-___________
Employer:__________________________  Name of Insurance Company:__________________________
ID #:___________________________ Group #:__________ Provider Phone Number:________________
Relationship To Patient (please circle one):	Self		Spouse		Child		Other
Secondary Insurance Information:
Policy Holder First Name:________________ Middle Initial:_______ Last Name:____________________
Birth Date:_________________________  Social Security Number:__________-_________-___________
Employer:__________________________  Name of Insurance Company:__________________________
ID #:___________________________ Group #:__________ Provider Phone Number:________________
Relationship To Patient (please circle one):	Self		Spouse		Child		Other


