
Patient Registration Form 

 

  

 
Last Name   ________________________     Suffix ______ 
First Name   ________________________   MI   __ Sex __   Salutation __ 
Street ______________________________    SS# ____________________ 
City _____________________ State __    Zip ________ DOB __/__/____ 
Home Phone _______________ Work Phone _____________ ext ______   
e mail ______________________________ 
 
If the patient is a minor, the parent/guardian must complete the following: 
Relationship to patient -   ____________________ 
Last Name   ________________________     Suffix ______ 
First Name   ________________________   MI   __ Sex __   Salutation __ 
Street ______________________________    SS# ____________________ 
City _____________________ State __    Zip ________ DOB __/__/____ 
Home Phone _______________ Work Phone _____________ ext ______   
e mail ______________________________ 
 
Person to contact in the event of an emergency (preferably someone who does not 
live at the patient’s primary residence) 
 
Name   ________________________    Relationship to patient __________  
Street _______________________ City ___________State __    Zip ______  
Primary Phone _______________ Alternate Phone __________________   
e mail ______________________________ 
 
I have read, understood, and agree to comply fully with the office financial policy. 
 
___________________________________________  ___________ 
Signature of Patient/Guardian     Date 
 
Please provide a photo I.D. and Current Insurance Card for your file. 

http://www.mednet-sites5.net/hilleyeclinic/patient_info.html##

