
PATIENT REGISTRATION FORM    

PATIENT’S NAME: ______________________________________________________ Birth Date: _____________  Sex:  M / F
Mailing Address:___________​​​​​​​​​​​​​​​​__________________________________ Apt. Number: _____ Marital Status (circle): Single/Married/Other                             
City:____________________________  State:_____ Zip: __________   Email: _______________________________________________    
Home Phone __________________  Cell:________________ Work:________________   Employer: _____________________________
SS#:__________________(need for labs)    Race: _________________________ Preferred Language: ____________________________
Preferred  Pharmacy:_________________________________    

I authorize  leaving me  messages at: □ Home Phone □ Cell Phone  □ Work Phone  □ Email
How did you hear about us? ________________________________________________________________________________ 
EMERGENCY CONTACT: Name: ____________________________________ Phone#:____________________ Relationship:________
                                              Address:__________________________________ City: _______________________ State:____ Zip: _________ 

If a Student,  PARENTS’ NAME: _______________________________________________  Phone #  _____________________________

                                              Address:__________________________________ City: _______________________ State:____ Zip: _________ 
PRIMARY   INSURANCE: ________________________________________________________________________________________

Address:_____________________________________________________ City: ________________________ State:_____ Zip: _________

Member ID#: ______________________________ Insurance Plan Phone # _____________________  Group # _________  Copay $ _____

Policy Holder’s Name: __________________________ Policy Holder’s Birthday: ___________  Relation to Patient: Self/Spouse/Child/Other
Have you told the Insurance Company you have changed your PCP to Dr. Clarke?   Yes   or   No   or   N/A
SECONDARY  INSURANCE: ____________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​__________________________________________________________ 

Address:__________________________________________________ City: ___________________________ State:______ Zip: _________

Member ID#: ________________________________ Insurance Plan Phone # ___________________  Group # _________  Copay $ ______

Policy Holder’s Name: ___________________________ Policy Holder’s Birthday: __________  Relation to Patient: Self/Spouse/Child/Other

I/we have received, read and understand the Notice of Privacy Practices for SHEDOC, PLLC. By my signature below I/we consent to treatment of myself / my minor child by SheDoc, PLLC. I authorize the release of any medical or other information necessary for treatment/ Public Health and payment of government or third party benefits to SheDoc, PLLC or her agents. I authorize payment of medical benefits directly to SheDoc, PLLC or her agents. I understand I am responsible for what my insurance company does not cover.  In the event action is brought hereof, SheDoc, PLLC shall be entitled to recover all court costs and attorney fees.  If this account is referred for collection, I / we agree to pay collection fees in addition to the balance owed.  
Signature: ___________________________________________________________________  Date: _____/_____/______

                            (Patient; Parent, if minor; or Guardian) 

Relation to patient (if not self) _____________________________
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