
PATIENT REGISTRATION INFORMATION SHEET 

PERSONAL INFORMATION 

Last Name: ________________________________     First Name: ________________________ 

Address:______________________________________________________________________ 

City, State, Zip:_________________________________________________________________ 

DOB: _____________       Age:________           SS#:______________________________ 

Home Phone#:(_____)______________________   Cell Phone#: (_____)___________________ 

Religion:_____________  Marital Status:_______   Email:______________________________ 

Do you have an Advance Directive for Health Care?  Yes    No    

 GENDER:  MALE  OR   FEMALE 

Complaint: ________________________________      M.D.: ____________________________ 

EMPLOYMENT INFORMATION 

Employer: ______________________________________     Phone:  _(______)______________ 

Address: _______________________________________      PT    /    FT  

City, State, Zip:__________________________________     Occupation: __________________ 

Have you ever been seen in the PM&R Department?   Yes     No      If so, when?____________ 

EMERGENCY CONTACT PERSON: 

Last Name: ________________________________     First Name: ________________________ 

Address: __________________________________     Phone#:  (______)__________________ 

City, State, Zip:_____________________________     Relationship: _______________________ 

INSURANCE INFORMATION 

Guarantor Last Name:______________________________    First: _______________________ 

Address: ________________________________________     SS#:  _______________________ 

City, State, Zip:___________________________________     DOB: ______________________ 

Relationship to patient: ____________________________ 

Insurance Co. (1):________________________________      Auth#: ______________________ 

Address: _______________________________________      ID#: ________________________ 

City, State, Zip:__________________________________      Group: ______________________ 

GUARANTOR’S EMPLOYMENT (if not patient): 

Employer: ______________________________________     Phone:  _(______)______________ 

Address: _______________________________________      PT    /    FT  

City, State, Zip:__________________________________     Occupation: __________________ 

Your signature below certifies that the information on this form is complete and accurate.  It also provides 

approval for your insurance company to update their current information. 

SIGNATURE:_________________________________________    DATE:_______________________  
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