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Medicare Patient Registration Information

Patient Information

Patient name _____________________________________ DOB ___/___/______

Cell Phone # (____)_____-_______

FirstLast MI
Gender

Male
FemaleSocial Security # ____-____-_______

Address _____________________ City ___________ State ____ Zip Code _______

Email Address ____________________________ Who referred you to our office? ________________

Is this visit due to an auto accident or work related injury? No Auto Accident
Work Injury

Choose one: Single Married Divorced Widow

Major Complaints / Reason For Visit

Briefly describe your symptoms ________________________________________________________
                                                   ________________________________________________________
                                                   ________________________________________________________
                                                   ________________________________________________________

Employer Information

Employer name _________________________________

Occupation ____________________________________

Employer Phone # (___)_____-_______

Retired UnemployedOR

Spouse Information

Last name ___________________ First name ___________________

Phone #  (____)_____-________DOB ___/___/______

Gender
Male
Female

Emergency Contact

Name _______________________ Phone #  (____)_____-________ Relation _______________



Medication List
Please list all of your current medications:

Medication Name Condition Dosage

Ethnic Origin

Black or African American
American
Asian
Hispanic/Latino
American Indian or Alaskan Indian
Other or Decline to Specify 

Race

Black
White
Asian or Pacific Islander
Hispanic
American Indian or Alaskan Native
Other or Decline to Specify 

Allergies
Please list any allergies

Smoking History

Non-smoker Former Smoker Current smoker

Signature_______________________    Date_____________




















