                                                                                                                                                                                                        REGISTRATION FORM (initial) 
 
PATIENT INFORMATION 	 	 	 	 	 	Date: ___________
	 	 	 
Patient First Name: ___________________ 		Middle Name: ___________      Last Name: ___________________ 
Patient Date of Birth _____/_____/_______ 		Patient Age: ___ months / years old	    
Gender (at birth):   󠄀 M 󠄀 F  O 			Gender Identity: ________________

**If Minor: 
Mother’s Name _________________________	Date of Birth: __________ 	Phone: _____________________  	    	   
Father’s Name __________________________	Date of Birth: __________	Phone: _____________________ 
 --OR-- Legal Guardian ____________________	Date of Birth: __________     	Phone: _____________________  

Communication Preference 	 󠄀 Phone 	 	Text Message 	Email
**Email: ______________________________________   (**needed for Patient Portal Access)

	Social Security Number ______-_____-______ 

Please Circle One:     Single     Married     Widowed     Divorced     Life-Time Partner     Separated 

Address: ___________________________________	City: _________________________ 
State: _____ 		Zip: ________ 		County: _______________________

Home Phone: (         ) ____________________                 Cell Phone: (         ) __________________________       
Work Phone: (         ) ______________________                

Employed   /   Not Employed   /   Retired     
If retired—date of retirement: ____________		Occupation: _________________________________
   
Employer: ___________________________________    Employer Phone: (       )_______________________ 

Pharmacy Name & Location: _________________________________________________________________ 
__________________________________________________________________________________________________________ 
EMERGENCY CONTACTS 
Persons we may speak with about your/patient’s health information (in addition to those listed above).  
NAME                                	RELATIONSHIP               		PHONE #/S

  

INFORMATION REQUIRED TO ASK (MEANINGFUL USE) 
We are required by to ask and collect the following information on race, ethnicity, sexual orientation, gender identity, employment status and language preferences.  We appreciate you providing us with this information. 
 
RACE 	 	 	                                   ETHNICITY 	 	                               LANGUAGE PREFERENCE: 
__ American Indian/Alaska Native                        󠄀 __ Hispanic or Latino 	                            _______________________________ 
 __Asian 	 	                                              __ Not Hispanic or Latino                                  MILITARY STATUS:
 __Black/African American 	 	 	                                                                              _____________________________
 __Native Hawaiian or Pacific Islander                     SMOKING:	                                                   RELIGION:                	
 __White 	 	 		                  __ Never		                                               _______________________________               	                                
 __Other (please specify) ___________________   __ Current			               SEXUAL ORIENTATION:
 __Decline to answer 	 	                 __ Former	                                            _______________________
                                           



INSURANCE INFORMATION:

Primary:	(please have your card available for verification and copy)

Policy Holder’s name: ___________________________________ Date of Birth: ___________________
Relationship to patient: 	Self     Spouse     Parent/Step Parent     Other: ___________________
Employer: ____________________________________________ Employer Phone: _________________
Social Security Number: ___-__-____
Address: _____________________________________________________________________________
Phone: ______________________

Secondary:	(please have your card available for verification and copy)

Policy Holder’s name: ___________________________________ Date of Birth: ___________________
Relationship to patient: 	Self     Spouse     Parent/Step Parent     Other: ___________________
Employer: ____________________________________________ Employer Phone: _________________
Social Security Number: ___-__-____
Address: _____________________________________________________________________________
Phone: ______________________
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