
PATIENT REGISTRATION 
 
 
 
First Name:__________________________________ Last Name:________________________________ Middle Initial:___ 
 
 
Preferred Name:________________________________         Pronouns: ____________________________________   
 
 
Date of Birth: __________________________________         Gender (circle one):           M              F             X 
 
 
Address: _________________________________________________________________________________________ 
 
 
City________________________________________, State___________________, Zip_________________________  
 
 
 
Home Phone: __________________________________ Work Phone: ____________________________ Ext:__________ 
 
 
Cellular: _______________________________________ Email: ______________________________________________ 
 
 
Preferred method of contact (circle one):                 Text                     Email                    Phone call 
 
 
 
Emergency Contact: _______________________________________________ Ph#: ______________________________ 
 
 
 
 
 
Signature: ______________________________________________________________  Date: ______________________ 
 
 
 
 
 
 
 
 

Responsible Party (if other than self):   
 
 
Name: ___________________________________________________________________________________________ 
 
 
Date of Birth: _____________________________________   Relationship: ______________________________________ 
 
 
Address: ___________________________________________________________________________________________ 
 
 
City________________________________________, State___________________, Zip____________________________  
 
 
 
Phone #: _______________________________________   Email: _____________________________________________ 
 
 


