
PATIENT REGISTRATION

First name: ______________________________. Last name: ____________________. Nick name: _________________

Patient is:         ☐ Policy holder        ☐ Responsible party

How did you hear about us ☐ Insurance listing☐ Yelp ☐Yahoo ☐ Google ☐ Patient,who: ______

☐ Sai Gon Post ☐ Sai Gon Times ☐Option Head Start ☐ Saw the building☐ Yellowbook

☞ Responsible party (if someone other than the patient)

First name : __________________________________Last name:_____________________________________________

Address: ___________________________________ Address 2: _____________________________________________

City, State, Zip: ____________________________________________________________________________________

Home phone: _______________________Cell phone _____________________Work phone ____________________Ext:__

Birth date: ___________________________________ Soc. Sec: _____________________________________________

Can we text you? Yes _____No ____

Emergency contact person__________________. Phone #______________________Relationship to patient______________

☞ Patient information

Address: ____________________________________ Address 2:_______________________________________________________

City, State, Zip: ______________________________________________________________________________________________

Home phone: _________________________Cell phone _____________________Work phone: __________________Ext:_____

Birth date: ______________________________ Age: ___________________ Soc. Sec: ____________________________________

Sex:  ☐ Male    ☐ Female          Marital status: ☐ Married   ☐ Single   ☐ Divorced   ☐ Separated    ☐ Widowed

Would you like to receive correspondences via e-mail? ☐ Yes ☐ No E-mail: ____________________________________________

Employment status:   ☐ Full time     ☐ Part time    ☐ Retired                  Student status:      ☐ Full time       ☐ Part time

Emergency contact person__________________. Phone #______________________Relationship to patient______________

Can we text you? Yes _____No ____

Driver’s license: _______________________

☞ Primary Insurance information

Name of insured:___________________________ Relationship to patient:    ☐ Self     ☐ Spouse    ☐ Child    ☐ Other

Employer: _____________________________Employer address: ____________________________________________

Ins. Company: _________________________ Ins. Co. Address: _____________________________________________

Rem. Benefits: _____________.00       Rem. Deduct: ___________.00

☞ Secondary insurance information

Name of insured:___________________________ Relationship to patient:    ☐ Self     ☐ Spouse    ☐ Child    ☐ Other

Employer: _____________________________Employer address: ____________________________________________

Ins. Company: _________________________ Ins. Co. Address: _____________________________________________

Thank you


