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Date: ___________________________

Patient Registration
 
New Patient Information:
Last Name: ___________________________________________
First Name: ___________________________________________
Middle Name: _________________________________________
Previous Name: _______________________________________
Date of Birth: _____________________ Sex: _______________
Social Security Number: ________________________________
Address: ______________________________________________
City:__________________ State: ________ Zip: _____________
Cell Phone: ___________________________________________
Home Phone: _________________________________________
Work Phone: __________________________________________  
Email Address: ________________________________________

Required by government mandate (although you may refuse) 
Language: ____________________________________________
Race: _________________________________________________
Ethnicity: _____________________________________________
Marital Status: _________________________________________

Other:
How did you hear about us?  ____________________________
______________________________________________________
Patient Referred By:____________________________________
Primary Care Provider: _________________________________
Cardiologist:  _________________________________________

Contact Preference:       Home Phone      Work Phone
  Cell Phone      Portal      Email

Primary Insurance Information:
Insurance Plan Name: __________________________________
Policy ID: _____________________________________________
First Name: ___________________________________________
Last Name: ___________________________________________
Address: ______________________________________________
City:__________________ State: ________ Zip: _____________
Date of Birth: _______________________ Sex: _____________
Employer Name: ______________________________________
Patient’s relationship to policy holder: ____________________

Guarantor Information (to whom statements are sent):
Name: ________________________________________________
Address: ______________________________________________
City:__________________ State: ________ Zip: _____________
Relationship to Patient:_________________________________
Date of Birth: _________________________________________
Social Security No.: ____________________________________
Phone: _______________________________________________

Emergency Contact Information:
Name: ________________________________________________
Relationship to Patient:_________________________________
Phone: _______________________________________________
Cell Phone: ___________________________________________

Employer Information:
Employer: ____________________________________________
Address: ______________________________________________
City:__________________ State: ________ Zip: _____________
Phone: _______________________________________________

Pharmacy Information:
Name: ________________________________________________
Crossroads: ___________________________________________
Phone: _______________________________________________

Please provide a list of people who we are allowed to 
discuss your medical information with (if applicable):
Name & Phone:  _______________________________________
Name & Phone:  _______________________________________

Secondary Insurance Information:
Insurance Plan Name: __________________________________
Policy ID: _____________________________________________
First Name: ___________________________________________
Last Name: ___________________________________________
Address: ______________________________________________
City:__________________ State: ________ Zip: _____________
Date of Birth: _______________________ Sex: _____________
Employer Name: ______________________________________
Patient’s relationship to policy holder: ____________________

_

To the best of my knowledge, the above information is complete and accurate.
X _______________________________________________________________________________________________________________________
   Signature of Authorized Person                       Date    


