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Family Practice Center, Inc. — Patient Registration Sheet

Patient Name: Birth Date:
First MI Last

Sex: OMale OFemale Social Security #: - -
Address:

Street City State Zip
Home Phone: Cell Phone:
Employer/School: Work Phone:
Marital Status: Q Single O Married O Divorced Q Widowed
Emergency Contact: Relationship:
Phone: Is this contact for emergencies only? QY UON

For Minors Only: Child lives with 0 Both parents 1 Mother Q Father U Other:

Mother/ Guardian: Address (if different):
Birth Date: Home Phone: Work Phone:
Father/ Guardian: Address (if different):
Birth Date: Home Phone: Work Phone:

Insurance Information:

Primary Insurance Company: Contract #:
Policy Holder’s Name: Group #:
Policy Holder’s Birthday: Employer:

Relationship to Cardholder: QO Self 0O Spouse U Dependent Co-Payment Amount:

Secondary Insurance Company:

(For Medicare as primary ONLY)

Policy Holder’s Name: Contract #:

Responsible Party Information: Responsible partyis O Patient O Policy Holder

Please complete the information below if the person responsible for the bill is not the patient or the policy holder:

Name: Address:
Home Phone: Work Phone:
Social Security #: - - Relationship to Patient:

See other side 2=
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Family History — Please check box if applicable

Family Practice Center, Inc. — Patient Registration Sheet

Father Mother Father’s Mother’s | Children
Parents Parents
Heart Disease
High Blood Pressure
Stroke
Cancer
Glaucoma
Diabetes
Epilepsy/Seizure
Bleeding Disorder
Kidney Disease
Thyroid Disease
Mental Illness
Past Medical History
O Headache O Gall Bladder Dx QA Chronic Rashes
O Shortness of Breath Q Prostate Disease Q Rheumatic Fever
U Heart Palpitations O Bowel Irregularity U Mumps
O Heart Murmur O Sexual/Menstrual Prob. _ 0 Measles
Q Chest Pain Q STDs O Rubella
O Dizziness/Fainting O Frequent Infections U Polio
Q Peripheral Vascular Dx O Hepatitis Q Diphtheria
Q Allergies U Anemia U Tetanus
O Bronchitis Q Anxiety Q Other:
U Pneumonia Q Depression
Q Ulcer Q Gout
Q GI Disorder Q Scarlet Fever
Q Asthma Q Arthritis
Hospitalization or Surgery Record
Reason Date Reason Date
Medication Allergies
Medication Name Reaction
Immunizations: Last Tetanus: Pneumonia:
Flu Vaccine: Other:
Patient/Guardian Signature: Date:

Print Name of Patient:




