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General Registration Form 
 

Patient’s Name: _____________________________________________ 

Date of Birth: ______________________Marital Status: ____________ 

Age: ____________________________________ Sex: _____________                                                           

Street Address: _____________________________________________ 

City, State & Zip code: _______________________________________ 

Social Security Number: ______________________________________ 

Cell Phone: ________________________________________________ 

e-mail: ____________________________________________________ 

 

Employer’s Name or School’s Name: ___________________________ 

Primary Care Physician Name: _________________________________ 

Primary Care Physician Number: _______________________________ 

Therapist’s Name: ___________________________________________ 

Therapist’s Number: _________________________________________ 

 

Father’s Name: _____________________________________________ 

Mother’s Name: ____________________________________________ 

 

Who is the Legal Guardian (if patient is a minor?) _________________ 

 

Today’s Date: ______________________________________________ 

Signature: _________________________________________________ 
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Insurance Registration Form 
 

Insured’s Name: ____________________________________________ 

Insured’s Date of Birth: ______________________________________ 

Insured’s Relationship to Patient: _______________________________                                                                 

Street Address: _____________________________________________ 

City, State & Zip code: _______________________________________ 

Social Security Number: ______________________________________ 

Cell Phone: ________________________________________________ 

e-mail: ____________________________________________________ 

 

Insurance Plan or Program Name: ______________________________ 

Insurance Policy Number: _____________________________________ 

Insurance Group Number: _____________________________________ 

 

 

 
 

 

I hereby authorize the release of information including diagnosis, records, 

examinations and lab results to the above insurance company for the purpose of 

billing and claim submission. 

 

 

Today’s Date: ______________________________________________ 

Signature: _________________________________________________ 


