
 

 

 Registration Form  
 
 
 PATIENT INFORMATION 
 
 Patient’s  Name:  ____________________________________________           Sex:     [    ]M             [   ]F 
 
 Address:  ___________________________________________           Date of Birth: ____________________________________ 
   
 City,State, Zip:  ___________________________________________  
 
 Phone:  ______________________ [  ]Home [  ]Cell [  ]Other________        Referring Physician: ______________________________ 
 
 Phone:  ______________________ [  ]Home [  ]Cell [  ]Other________       Primary Physician:  ________________________________ 
 
   Parent or Legal Guardian’s  Email Address: ____________________________________ _____________ 
 
 
   PARENT INFORMATION (If patient is a minor) 
 
   Name:  ____________________________________________                             Sex:     [   ]M               [   ]F 
 
 Address: _________________________________________________             Relationship to Patient: ________________________  
   
 City,State, Zip:  __________________________________________            Date Of Birth: _________________________________ 
 
 Phone:  ______________________ [  ]Home [  ]Cell [  ]Other_________      Social Security # : ______________________________ 
 
 Phone:  ______________________ [  ]Home [  ]Cell [  ]Other_________ 
               
 
  
 PRIMARY INSURANCE   
 
  Primary insurance is under: [   ]Self   [   ]Mom   [   ]Dad   [   ]Legal Guardian   [   ]Same as Pat ient (Medicaid/ PeachCare) 
 
  Name of Primary Insured: ________________________ _____________          Name of Insurance:  ________ ___________________ 
 
  Insured Address:  (  )Check here if same as patie nt ________________         Policy #:      ________ __________________________ 
 
  ___________________________________________________________          Social Security #: ____________ __________________ 
 
  City, State, Zip_________________________________ ______________          Date of Birth #: __________ _____________________ 
 
  Phone:       ________________________________                                             Marital St atus: [ ]Married  [ ]Single  [ ]Divorced 
 
 
               
  SECONDARY  INSURANCE   
 
  Primary insurance is under: [   ]Self   [   ]Mom   [   ]Dad   [   ]Legal Guardian   [   ]Same as Pat ient (Medicaid/ PeachCare) 
 
  Name of Secondary Insured: ______________________ _____________         Name of Insurance:  _________ __________________ 
 
  Address:  (  )Check here if same as patient _____ __________________         Policy #:      _________ __________________________ 
                
   _______________________________________________________                 Social Security #: ________ ______________________ 
 
   Phone:       ________________________________                                            Date of Bi rth #: ________________________________ 
 
                                                                                                                                  Marital Status: [ ]Marr ied   [ ]Single    [ ]Divorced 
 
 


