
LH tANAGEMENT ASSOCIATE: TC

PATIENT REGISTRATION FORM

Name: Date of Birth: Sex: M F Marital Status:

Address: City State Zip

Home Phone: Work/Cell Phone: Soc. Sec.#

Occupation: Employer:

Person to receive bills: Resp. Person SS #

Referred By: Primary Care Physician

Person to contact incase of emergency: Phone:

If Patient is a Child:
Mo's Home Phone:
Fa's Home Phone:
Custodial Parent (if applicable )

Address:(n.c parent)
Emergency contact person:

State Zip-

Work/Cell Phone: Employer
Work/Cell Phone: Employer -

Non-custodial parent

City
Phone Number:

Family Members/Others LiviD!!: in Home

Name Date of BirthRelationship to Patient

INSURANCE INFORMATION

Date of Referral: Date of First Appointment:

For Office Use only: Provider Name Dx:

Insurance Card Copied (front and back) and attached YES NO Reason


