
P A T I E N T  R E G I S T R A T I O N  

Preferred Pharmacy: ________________________ Location: _________________________________________ Pharmacy #: ________________________ 

Referring Physician: _____________________________________ Preferred Provider: _____________________________________ 

Patient Information 

Last Name: _____________________________________________ First Name: _____________________________ Middle Name: ____________________ 

Previous Name: __________________________ Preferred Name: __________________________       Female            Male            Transgender

DOB: ______/______/________      SS#: __________-_______-____________ 

Street Address: _______________________________________ Apt./Ste./Unit: ______ City: ______________________ State: _______ Zip: ____________ 

Home #: _______________________________ Work #: ______________________________ ext._________ Cell #: ________________________________  

Email: ___________________________________________________________ 

Employer: ________________________________________________________ Employer Phone: ______________________________________________ 

Marital Status:       Single        Married        Divorced             Domestic Partner             Widowed 

Race:       American Indian/Alaska Native           Asian           Black/African American          Pacific Islander                White                Other 

Ethnicity:       Hispanic/Latino         Not Hispanic/Latino     Declined     Primary Language: ______________________________ 

Associated Parties 

Spouse’s Name: __________________________________________________________ DOB: _____/_____/_______ Phone #: _______________________ 

Parent’s Name (if minor): __________________________________________________ DOB: _____/_____/_______ Phone #: _______________________ 

Emergency Contact Name: _____________________________________________ Relationship: ___________________ Phone #: ____________________ 

Insurance Information 

Primary Insurance: ______________________________________________________________________________________________________________ 

Policy Number: _________________________________ Group Number: ______________________________ Effective Date: ______/______/__________ 

Name of Insured: ________________________________________ Relationship to Insured: _________________ SS# of Insured: ______/____/_________ 

Insured’s Date of Birth: ______/_____/_________                               Insured’s Employer: _____________________________________________________ 

Secondary Insurance: ____________________________________________________________________________________________________________ 

Policy Number: _________________________________ Group Number: ______________________________ Effective Date: ______/______/__________ 

Name of Insured: ________________________________________ Relationship to Insured: _________________ SS# of Insured: ______/____/_________ 

Insured’s Date of Birth: ______/_____/_________                               Insured’s Employer: ______________________________________________________ 
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